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A Pioneer Passes 


humanitarian, leader, teacher and 

friend, has left us and the organi- 
zation he served so long, in the only man- 
ner that could have compelled him to do 
so, his death. Only those who worked with 
him, knew him well, and felt the serenity 
and strength that lay hidden beneath his 
quiet exterior personality can measure 
his loss. 

He was a man of few words, was Custis 
Lee Hall; thoughtful, contemplative, pro- 
foundly a scholar and above all unassum- 
ing. But when he spoke or expressed him- 
self in writing, it was with the authority 
that comes only from certainty within. 
Those who knew him best know also that 
his mind and spirit were adventurous, 
even daring, as those of the true intellec- 
tual are apt to be. As he was a pioneer 
member of the International College of 
Surgeons, fired from the beginning with 
an inner vision of what the College might 
become, so was he a pioneer in the long, 
difficult march toward world-wide amity 
and brotherhood of man. 

He was my own close friend for many 
years. I never ceased to marvel at his 
resourcefulness, his patience, his calmness 
under stress, and his passion for justice. 
I never knew his judgment to be colored 
by personal emotion; yet he was capable 
of emotion so deep, where any question 


D: CUSTIS LEE HALL, scientist, 


of human rights was concerned, as to con- 
vey the sense of a tremendous advancing 
power. We had many talks about the 
International College, its purposes, its 
prospects and its welfare, and on this 
subject his warmth and enthusiasm were 
unbounded. His convictions on the sub- 
ject of personal and professional ethics, 
both within and among professional or- 
ganizations, are well known to all who 
knew Custis or came within the sphere of 
his influence. 

He was irenic, but he could fight if need 
be. He had great tact, but was none the 
less forceful for that. He was incapable 
of compromise with an ideal; once he had 
formulated a principle he stood by it 
through thick and thin, whatever the 
cost to himself. Such men are rare, and 
the loss of such a man is tragic indeed 
for those he leaves behind. 

There is no question of the intensity and 
extent of Dr. Hall’s influence on surgery, 
not only in the United States but through- 
out the world. He traveled widely, un- 
sparing of his energy and time, to share 
the knowledge accumulated by American 
surgeons with those working under handi- 
caps in less fortunate situations every- 
where. He had the true international mind 
and will, which do not in any sense deny 
or detract from a man’s devotion to his 
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native country; his own good fortune in 
enjoying the immeasurable benefits and 
facilities of surgery in America he wished 
only to share with others wherever he 
found them. He became and remained a 
great exponent of democracy, whose ac- 
tions were even more impressive than his 
words. He had severe illness to contend 
against, but neither illness nor any other 
handicap ever deterred him from what 
he considered his natural and necessary 
work. 

As an officer of the International College 
of Surgeons he gave of himself without 
stint. As a prime mover in organization 
of the United States Qualifications Board 
he took no personal advantage of the situ- 
ation, but surrounded himself with other 
outstanding surgeons and sought their 
counsel, concerned always and only with 
the necessity of setting up impeccable 
standards and maintaining them. As a 
man and a friend he had few equals in 
loyalty, staunchness and generosity of 
feeling. His family life was lived on an 
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equal plane; his devoted wife, who is 
president of the Women’s Auxiliary of the 
College and has shared all his interests 
to the full, understood his aspirations and 
those of the College and worked with him 
faithfully throughout the years. One son 
and three daughters also survive him. It 
is safe to say that they have a proud 
heritage. 

In a group of the nature of the Inter- 
national College of Surgeons, the indi- 
vidual contribution of any devoted and 
dynamic member means more than words 
can tell. In Dr. Hall these qualities were 
combined to perfection, and our loss is 
heavy indeed. We shall miss him both 
in counsel and in action, but we shall 
miss him still more as a companion in 
thought and purpose, in the natural fra- 
ternity created by our common profes- 
sional interests and enriched by individ- 
ual differences of approach. The place of 
such a man can never be filled. 

— MAx THOREK 





False greatness is unsociable and unapproachable. Conscious of its weakness, 
it hides itself, or, at least, only allows itself to be sufficiently seen to impose and to 
avoid showing how mean it really is. True greatness is free, gentle, affable. It does 
not shun intercourse and contact with others. It loses nothing by being seen closely, 
and gains by being known. It stoops to inferiors out of sheer kindness, and recovers 
its natural position without effort. Sometimes it so far unbends as to neglect its 
privileges, but is always able to resume and maintain them. It laughs and jokes, 
but with dignity. One approaches it freely, and yet not without some restraint. Its 


characteristic is an easy nobility which inspires respect and confidence. 


By it, 


princes, while they appear great and very great even, do not make us feel our own 


littleness—La Bruyére 
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Mediastinal Tumors 
Angiocardiographic Study of Sixty-Five Proved Cases 


CHARLES T. DOTTER, M.D., anp ISRAEL STEINBERG, M.D. 
NEW YORK 


genographic method of diagnosis in 

which roentgen films of the heart 
and great blood vessels are made during 
their opacification by rapidly injected 
intravenous radiopaque solutions. The 
technic achieves visualization of the medi- 
astinal veins, the chambers of the heart, 
the pulmonary vessels and the aorta dur- 
ing life. In the fourteen years that have 
passed since its introduction,! angiocardi- 
ography has proved to be a practical, safe 
and, in certain instances, indispensable 
method of preoperative investigation of 
mediastinal tumors. Surgery constitutes 
the generally accepted therapy for non- 
lymphomatous mediastinal tumors. The 
decision to perform a thoracotomy and its 
successful outcome may significantly be 
influenced by the information obtainable 
angiocardiographically.- This report cov- 
ers a fourteen-year experience with angio- 
cardiographic procedures and includes 65 
proved mediastinal tumors. 

In the conventional thoracic roentgeno- 
gram the heart, mediastinum or medias- 
tinal tumors are outlined by virtue of the 
contrast of their borders as compared to 
the relatively radiolucent air-containing 
lung fields. Additional information re- 
garding displacement of thoracic struc- 
tures may be gained by tomographic, 
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A NGIOCARDIOGRAPHY is a roent- 








tracheographic and bronchographic study 
and by examination of the barium-filled 
esophagus. As a rule, only the outer 
border of a mediastinal tumor may thus 
be delineated, the medial or inner con- 
tours being lost in the homogeneous 
mediastinal shadow. Mediastinal vessels 
and the individual cardiac chambers like- 
wise merge with this shadow. Through 
its unique ability to render the cardio- 
vascular structures opaque, the angio- 
cardiographic technic permits delineation 
of the hidden inner borders of a medias- 
tinal tumor. It thus affords a way for 
estimation of the size and configuration 
of the tumor and the effects produced on 
cardiovascular structures. Since, unlike 
aneurysms, tumors do not become opaci- 
fied during angiocardiographic pro- 
cedures, the distinction between the two 
is usually made with ease.2 No longer 
should it be necessary to resort to explora- 
tory thoracotomy to establish the diag- 
nosis of intrathoracic aneurysm. Other 
vascular abnormalities may occasionally 
simulate mediastinal tumor masses, e, g., 
the tortuous buckled innominate artery, 
the dilated superior vena cava and the tor- 
tuous arteriosclerotic ascending or de- 
scending thoracic aorta. It is a corollary 
that mediastinal tumors often are respon- 
sible for clinical and roentgenographic 
observations suggesting the presence of 
aneurysm. Here again, by revealing the 
intact cardiovascular structures, angiocar- 
diographic examination is decisive. 
Since there is variation in the vascular 
changes produced by different forms of 
tumor, depending on their location and 
invasive powers, angiocardiographic in- 
vestigation may offer variable informa- 
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Fig. 1—Dermoid cyst. The patient was an asymptomatic 17-year-old girl with a large right an- 

terior paramediastinal mass discovered on routine roentgen examination. A, angiocardiogram at two 

seconds. The pulmonary arteries are essentially normal; there is displacement of the right atrium 

and the superior vena cava by the medial border of the mass. B, tracing of A. At operation a 
large dermoid cyst was removed. 


TUMOR MASS 





Fig. 2.—Malignant mediastinal teratoma. The patient was a woman aged 22 with clinical evidence 
of obstruction of the superior vena cava. A, frontal angiocardiogram at two and a half seconds, show- 
ing marked but incomplete obstruction of the superior vena cava, which, with the right atrium, is 
shifted to the left by a large mass. B, tracing of A. At operation an inoperable teratoma was 
observed, with extensive invasion of the vena cava. Death occurred within three months. (From 
Dotter, C. T., and Steinberg, I.: Angiocardiography. New York: Paul B, Hoeber, Inc., 1951.) 
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tion as to the operability of a given mass. 
Whereas benign tumors tend to dislocate 
and spread the blood vessels, occasionally 
producing obstruction by external pres- 
sure, malignant growths frequently result 
in irregular, sharp occlusion or polypoid 
invasion of the vessels they surround. 
Both benign and malignant tumors may 
be simulated by non-neoplastic conditions, 
such as thrombosis of the superior vena 
cava following mediastinitis or trauma. 
When tumor diagnosed by biopsy or cel- 
lular study is known to be responsible for 
significant vascular stenosis within the 
mediastinum, however, angiocardiograph- 
ic study may save the patient an unneces- 
sary operation. 

Contrast visualization also permits the 
thoracic surgeon to plan his operative at- 
tack in the most profitable manner. By 
giving information as to the structures 
lying immediately behind or next to the 
tumor, it speeds the subsequent dissection 


DECEMBER, 1951 


and may aid in preventing catastrophe 
caused by accidental perforation of a 
major blood vessel or cardiac chamber. 
It is readily appreciated by the thoracic 
surgeon that during dissection of a large 
mediastinal tumor a good view of the 
lesion is available only from the front. 
Another advantage of the angiocardio- 
graphic technic is that by demonstrating 
the extent of the tumor mass it may direct 
the surgeon’s attention to suspected sites 
of spread. If one investigates such areas 
immediately on opening the thorax it may 
be possible to establish the true nature 
of the disease, thus eliminating unneces- 
sary and time-consuming dissection. 
Angiocardiographic procedures in our 
hands have been employed in the study of 
65 histologically proved primary medias- 
tinal tumors. These cases are listed ac- 
cording to histologic type (modified after 
the classification of Andrus and Heuer*) 
in the accompanying table. A concept of 


SARCOMA 





Fig. 3.—Fibrosarcoma of mediastinum. The patient was a girl aged 15 with a history of right-sided 
chest pain and loss in weight. A, frontal angiocardiogram at two and a half seconds. A large mass 
projects into the right lower lung field and, associated with right pleural effusion, has caused a 
shift of the heart to the left and elevation of the segmental arteries of the right lower and middle 
lobes. Vascular obstruction is not demonstrated. B, tracing of A. At operation an inoperable fibro- 


sarcoma was observed. Death has since ensued. (From Dotter, C. T., and Steinberg, I.: 


Angio- 


cardiography. New York: Paul B. Hoeber, Inc., 1951.) 
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mediastinal tumors must take into con- 
sideration their embryonic development. 
Embryonic rests occurring when the dia- 
phragm and heart descend are believed to 
form the basis of dermoid cysts; the 
primordium of the bronchi and lungs, 
of bronchogenic cysts. Other cysts arise 
from the pericardium and the thymus. 
Dermoids are often observed in the an- 
terior part of the superior mediastinum, 
but they also occur near the hilum or in 
locations intimately associated with the 
heart and great blood vessels, sharing the 
latter characteristic with bronchogenic 
cysts. The angiocardiographic observa- 


tions in cases of mediastinal tumor may 
be discussed to advantage by considering 
the changes in the cardiovascular system 


Classification of 65 Proved Mediastinal Tumors* 


I. Cysts 
Dermoid 
Bronchogenic (endothelial) 
Pericardial (mesodermal) 
Thymic 
Teratoma 


Connective Tissue Tumors 
Lipoma 
Lipomyxosarcoma 
Fibrosarcoma 


Lymphomatous Tumors 


Hodgkin’s Disease 
Reticular Cell Sarcoma 
Spindel Cell Sarcoma 
Leukemia 


Mediastinal Endothelioma 
1. Hemangiopericytoma 


Thyoma 
1. Benign 
2. Malignant 





*Modified from that of Andrus and Heuer.® 
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Fig. 4—Lymphoma. The patient was a 57-year- 
old man with clinical evidence of obstruction of 
the superior vena cava. conventional films re- 
vealed lobulated widening of the superior medi- 
astinum. The angiocardiogram (above) shows 
a large polypoid intraluminal filling defect of the 
superior vena cava, indicating inoperability of 
the lesion. An excellent response followed ir- 
radiation. 


that occur as the result of either a benign 
or a malignant mediastinal tumor. 
Benign Mediastinal Tumors.—Benign 
cysts commonly occurring in the medi- 
astinum include dermoid, bronchogenic, 
pericardial and thymic cysts. Dermoids’ 
usually occur in the anterior mediastinal 
compartment (6 of our 7 cases; the other 
was in the middle portion of the medi- 
astinum). Bronchogenic cysts are often 
related to the hilar areas but may also 
occur in the superior mediastinum, be- 
tween the superior vena cava and the 
trachea. Pericardial cysts* are usually 
contiguous to the pericardium and the 
heart and produce shadows on the conven- 
tional roentgenogram that simulate car- 
diac enlargement or pericardial effusion. 
Our 2 thymic cysts were located in the left 
hilum. <A tumor in this region may be 
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Fig. 5.—Malignant thymoma. The patient was a boy aged 6% years. 
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Lert 
INNOMINATE 
VEIN 


HEMIAZYGOS, 
—VEIN 





SUPERIOR 
VENA CAVA 


PULMONARY 
ARTERIES 


A well circumscribed mass 


was seen to project from the left hilum on the thoracic roentgenogram. A, frontal angiocardiogram 

at two and a half seconds. B, tracing of A. C, lateral angiocardiogram at two and a half seconds. 

D, tracing of C. The pulmonary artery has been displaced posteriorly and downward. Although no 

block of the superior vena cava is shown, opacification of the hemiazygos vein is evident. Films of the 

left side of the heart (not included in this article) showed posterior displacement of the aorta by 

the mass. At operation a malignant thymoma, apparently encapsulated, was removed. The patient 
is living and well after two years. 


mistaken for enlargement of the pul- 
monary artery. Although any of the 
aforementioned types of cyst, as well as 
mediastinal lipomas and benign thymo- 
mas, may, by virtue of their space-occu- 
pying nature, cause displacement of ad- 


jacent blood vessels and the heart, they 
rarely produce constriction or actual in- 
vasion of blood vessels. All are usually 
localized and encapsulated, a fact often 
suggested by the angiocardiogram (Fig. 
aes 
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Malignant Mediastinal Tumors.—In 
this category are included teratoma, lipo- 
myxosarcoma, fibrosarcoma, the lympho- 
mas, mediastinal endothelioma, malignant 
thymoma and finally carcinoma of the 
mediastinum (see table). As with other 
types of malignant tumor, angiocardio- 
graphic study reveals vascular deform- 
ties varying from displacement through 
stenosis and occlusion to invasion of the 
neighboring cardiovascular structures. 
Not all malignant mediastinal tumors, 
however, produce vascular deformity. Cir- 
cumscribed although invasive masses can 
cause simple displacement such as is usu- 
ally produced by benign lesions. 

Teratoma: Two teratomas were studied 
angiocardiographically, and in both in- 
stances there was striking and significant 
vascular deformity. The first patient, a 
23-year-old man, had a tumor in the left 
hilum that overlapped the left cardiac 
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border. The signs of pulmonary stenosis 
were present, and angiocardiographic 
study showed marked deformity of the 
left pulmonary artery, which was involved 
by the tumor. At operation, removal of 
the tumor was not possible. The other 
patient, a 22-year-old woman, presented 
evidence of obstruction of the superior 
vena cava caused by a large tumor adja- 
cent to the right heart border. Angio- 
cardiographic examination revealed the 
site of the superior vena cava obstruction 
and the resultant collateral circulation 
(Fig. 2). Exploratory operation in this 
instance confirmed the inoperability of 
the teratoma.* 

Lipomyxosarcoma: A unique case of 
lipomyxosarcoma studied angiocardio- 
graphically is reported in detail else- 
where.? The patient, a 29-year-old wom- 
an, was asymptomatic, roentgen examina- 
tion showed a huge mediastinal tumor. 


Fig. 6.—Primary carcinoma of the mediastinum. The patient was a man aged 58 with a history of 

coughing, dyspnea, fever, night sweats and pain in the left side of the chest. Conventional thoracic 

films revealed a mass in the left superior mediastinal area. A, frontal angiocardiogram at three 

seconds. The mass projects from the mediastinum, displacing and compressing the segmental arter- 

ies to the left upper lobe. B, frontal angiocardiogram at nine seconds. The normal aorta is clearly 

shown, ruling out aneurysm. An inoperable tumor was observed at operation. The autopsy diagnosis 
was primary carcinoma of the mediastinum. 
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Fig. 7.—Tuberculous mediastinal lymphadenopathy. The patient was a 20-year-old Negro with mas- 
sive hilar and mediastinal tuberculosis and a positive reaction to the sputum test from the tubercu- 
lous infiltration in the right upper lobe. A, frontal angiocardiogram at four seconds. A large node 


in the right hilum has caused stenosis of the descending branch of the right pulmonary artery. 
These conditions are not specific and may have been caused by a variety of neoplastic or granuloma- 


tous lesions. (From Dotter, C. T., 


Angiocardiographic examination showed 
the superior vena cava to be intact but 
markedly displaced. The right pulmonary 
artery was narrowed and displaced down- 
ward. Here, too, the intimate relation of 
the vessels allowed only partial removal 
of the tumor. 

Fibrosarcoma: Fibrosarcoma of the 
mediastinum was encountered in 6 in- 
stances, occurring once in the heart. In 
each case, angiocardiographic examina- 
tion showed serious vascular deformities 
(Fig. 3), and in only case was operative 
removal possible. In the last-mentioned 
case (not illustrated) the tumor was lo- 
cated in the anterior superior mediasti- 
num and caused displacement of the right 
innominate vein and the superior vena 
cava. At operation it was well encap- 
sulated. Radiation therapy was given 
postoperatively. Two years after opera- 
tion the patient remains well. 


and Steinberg, I.: 
Hoeber, Inc., 1951.) 


Angiocardiography. New York: Paul B. 


Lymphomas: In this group of cases, as 
was to be expected because of the high 
grade of malignancy, every type of medi- 
astinal vascular deformity was encoun- 
tered. One patient with leukemia, 1 with 
reticulum cell sarcoma and 1 with early 
Hodgkin’s disease showed no vascular ab- 
normality. Angiocardiographic study was 
of value in delineating the tumor masses. 
In the remaining cases, partial or com- 
plete occlusion of the mediastinal veins 
was the rule. Polypoid invasion of the 
superior vena cava was also observed 
(Fig. 4). In 1 patient studied before and 
after irradiation the angiocardiogram 
showed relief of obstruction of the su- 
perior vena cava and disappearance of the 
associated collateral circulation. Involve- 
ment of the pericardium was noted in 2 
instances and confirmed at operation. 

Mediastinal Endothelioma: In 1 patient 
a hemangiopericytoma occurred in the 
middle portion of the mediastinum, adja- 
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cent to the heart. The angiocardiogram 
showed that the mass had caused anterior 
displacement of the posterior cardiac 
chambers. At operation a well encap- 
sulated lesion was easily shelled out. Two 
years after the operation the patient re- 
mains well. 

Malignant Thymoma: Thymomas are 
often highly malignant. In 5 out of 6 
cases in this series the angiocardiogram 
showed widespread vascular deformity 
consisting of displacement, stenosis and 
obstruction of mediastinal veins (Fig. 5) 
or pericardial invasion. In 1 case, in 
which angiocardiographic study showed 
only displacement of the superior vena 
cava, the tumor was found to be encap- 
sulated and was excised. Irradiation was 
administered as a precautionary measure, 
and two years afterward the patient re- 
mains well. 

Carcinoma: This tumor, which occurs 
rarely in the mediastinum, should be diag- 
nosed only after a complete autopsy, for 
mediastinal metastases may cause similar 
clinical, operative and histologic abnor- 
malities. In our single case the patient, 
managed 59, had had dyspnea and pain in 
the left side of the chest for one month. 
Physical and roentgen examination re- 
vealed fluid in the left side of the chest 
and 1,600 cc. of bloody pleural fluid was 
aspirated. Angiocardiograms (Fig. 6) 
showed a huge tumor of the anterior su- 
perior mediastinum compressing the as- 
cending branch of the left pulmonary 
artery. Exploratory thoracotomy indi- 
cated that the tumor was inoperable. A 
biopsy specimen was interpreted as show- 
ing an embryonal carcinoma of the medi- 
astinum. This was confirmed by autopsy 
four months later. 


SUMMARY AND CONCLUSIONS 


The angiocardiographic observations in 
65 proved cases of mediastinal tumor are 
reviewed. As a rule, benign mediastinal 
tumors merely displace cardiovascular 
structures, whereas malignant tumors 
tend to produce stenosis, occlusion or in- 
vasion. Such conditions may occasionally 
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be the result of non-neoplastic lesions 
(Fig. 7). Preoperative angiocardiographic 
study is invaluable, for it not only permits 
the surgeon to plan the surgical attack 
but gives considerable information with 
regard to the operability of the tumor. 
The information revealed by angiocardio- 
graphic examination is of sufficient im- 
portance to allow the prediction that this 
type of investigation will ultimately be- 
come a routine part of the preoperative 
study of patients with mediastinal tumors. 


RESUME ET CONCLUSIONS 


L’observation des images angio-cardio- 
graphiques dans 65 cas de tumeurs 
médiastinal es dont le diagnostic est 
prouvé. Régle générale, les tumeurs 
médiastinales bénignes ne déplacent que 
trés peu l’arbre cardiovasculaire tandis 
que les tumeurs malignes ont tendance a 
causer une sténose et occlusion et a en- 
vahir. Occasionnellement, detelles condi- 
tions ne sont pas dies 4 des lésions 
néoplasiques (Fig. 7). L’étude angio- 
graphique préopératoire a une valeur 
incalculable. Elle donne au chirurgien 
son plan d’attaque et évalue_ |’oper- 
abilité dela tumeur. Les in formations que 
nous donnent les angiocardiographies sont 
assez importantes que l’on peut prédire 
qu’elles deviendront un examen de routine 
chez les malades porturs d’une tumeur 
médiastinale. 


RESUMEN Y CONCLUSIONES 


Se revisan las observaciones angiocar- 
diograficas en 65 casos comprobados de 
tumor mediastinal. De ordinario, los 
tumores mediastinales benignos sdlo dis- 
locan las estructuras cardiovasculares, 
mientras los tumores malignos tienden a 
producir estenosis, oclusién o invasi6n. 
Dichas condciones pueden resultar 
ocasionalmente de lesiones no neoplasicas 
(Fig. 7). El estudio angiocardiografico 
preoperatorio es inestimable, porque no 
sdlo permite al cirujano idear el ataque 
quirtrgico, sino que proporciona in- 
formacién considerable respecto a la 
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operabilidad del tumor. La informacién 
obtenida por el examen angiocardiografico 
es lo bastante importante para permitir 
predecir, que este tipo de investigacion se 
convertira al fin en parte rutinaria del 
estudio preoperatorio de pacientes con 
tumores mediastinales. 





ZUSAM MENFASSUNG UND SCHLUSSFOLGERUNGEN 


Es wird ein Ueberblick ueber angio- 
kardiographische Beobachtungen an 65 
bestaetigten Faellen on Geschwuelsten des 
Mediastinums gegeben. Waehrend gutar- 
tige Mediastinaltumorn in der Regel Herz 
und Gefaesse lediglich verdraengen, fueh- 
ren boesartige Geschwuelste eher zur Bil- 
dung von Verengungen oder Verschlues- 
sen oder zum Einbruch in das Herzge- 
faesssystem. Gelegentich koennen derar- 
tige Zustaende auch das Resultat nicht 
neoplastischer Erkrankung sein (Abb. 7). 
Die praeoperative angiokardiographische 
Untersuchung ist von unschaetzbarem 
Wert, weil sie nicht nur dem Chirurgen 
fuer die Planung des operativen Vorge- 
hens wichtige Kenntnisse ermittelt, son- 
dern auch ueber die Operabilitaet der 
Geschwuelste Auskunft gibt. Die durch 
angiokardiographische Untersuchung ge- 
wonnenen Informationen sind bedeutend 
genug, um die Voraussage zu gestatten, 
dass diese Methode eines Tages einen 
selbstverstaendlichen Bestandteil der 
praeoperativen Diagnostik der Mediasti- 
naltumoren darstellen wird. 


SUMARIO E CONCLUSOES 


Sao revistos 65 sasos provados de 
tumoér do mediastino. Em geral os tumores 
benignos do mediastino somente deslocam 
estruturas cardiovasculares emquanto os 
tumores malignos tendem a_ produzir 
estendse, oclusao ou invasao. Fais con- 
dicdes podem ocasionalmente ser o re- 
sultado de lesdes nao neoplasticas (Fig. 
7). O estudo angiocardiografico pre- 


, 


operatorio é inestimavel proque nao so 
permite ao cirurgiao planejar o ataque 
cirurgico como da consideravel inform- 
acao sobre a operabilidade do tumor. A 
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informagao revelada pelo exame angio- 
cardiografico é de suficiente importancia 
para que se antecipe a predicéo de que 
esse tiop de exame sera dentro em breve 
incorporado 4 rotina do estudo pre-oper- 
atério de pacientes com tumores medias- 
tinicos. 
CONCLUSIONI RIASSUNTIVE 






Vengono passati in rassegna i dati 
angiocardiografici di 65 casi accertati di 
tumore mediastinico. Di regola i tumori 
mediastinici benigni determinano un 
semplice spostamento degli organi intra- 
toracici, mentre quelli maligni hanno 
tendenza a produrre stenosi, ostruzione o 
invasione degli organi contigui. Tali con- 
dizioni, tuttavia, possono essere causate 
anche da affezioni non neoplastiche. (Fig. 
7). 

Lo studio angiocardiogrdfico preoper- 
atorio é di grande aiuto non solo perché 
consente di stabilire un programma di 
intervento, ma anche perché informa sulla 
operabilita del tumore. 

Questi elementi fanno della angiocardio- 
grafia una ricerca di importanza tale da 
far pensare che essa entrera nella prassi 
dello studio preoperatorio dei tumori 
mediastinici. 
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A Critical Appraisal of the Extension of Radical 
Operation for Rectal Cancer 


HARRY E. BACON, M.D., F.A.C\S., F.A.P.S., F.I.C.S., F.R.S.M., 
LOWRAIN E. McCREA, M.D., F.A.C.S., F.I.C.S. anp 
HOWARD D. TRIMPI, M.S., M.D. 


PHILADELPHIA 


URING the past months we have 
D been impressed by the increasing 

interest accorded to extensive rad- 
ical abdominopelvic operations for the 
eradication of invasive cancer of the 
rectum. Emphasis is being placed upon 
the extirpation of all pelvic organs evi- 
dencing involvement, including the blad- 
der. Culminating these efforts has been 
the evolution of a procedure termed pelvic 
exenteration, or pelvic eviscerectomy, in 
which the pelvis is stripped of all involved 


organs, diseased lymphatics and veins, in- 
cluding potentially involved lymph nodes. 


Unquestionably this procedure is ex- 
tremely radical and carries increased 
mortality and morbidity rates. Some of 
the patients are left surgical invalids, yet 
are fully cognizant that if we are to limit 
the ravages of the disease such surgical 
measures are justified. Indeed, there is 
far more justification for pelvic exentera- 
tion in the presence of rectal carcinoma 
than there is for exenteration in cancer 
of the cervix or bladder. Our purpose is 
neither to condemn nor to praise this ap- 
proach. The matter is still in an experi- 
mental stage, and it is only after suffi- 
ciently long survival rates are available 
for analysis that we can evaluate its de- 
sirability. Our purpose here is rather to 
direct attention to the often neglected 
middle ground, that commonly encoun- 
tered category of invasive rectal cancer 
which demands a more radical attack than 
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is inherent in the commonly standardized 
Miles operation, anterior resection or 
“pull through” procedure. 

A short time ago we were privileged 
to witness a recently prepared film from 
one of the larger surgical clinics which 
depicted the steps in a Miles abdominoper- 
ineal excision as performed in that clinic. 
To proffer an understatement, we were 
considerably disappointed. All too plainly 
presented was the failure of the surgeon 
to take advantage of his opportunity to 
extend the dissection to include the im- 
portant lymph nodes of the mesocolon at 
the origin of the inferior mesenteric 
artery, or “axilla of the rectum’, as it 
has been termed. The preaortic area was 
untouched, and the lateral pelvic areas 
were inadequately cleared of levator and 
lymphatic tissues. Such an operation is 
perhaps justified when the surgeon is deal- 
ing with a carcinoma in situ or for palli- 
ation, but its employment for the usual 
rectal cancer is to be condemned. One is 
not required to visit many hospital oper- 
ating rooms to observe many similar in- 
stances. 

In seeking to comprehend these limi- 
tations which are so widely adhered to 
in the popular abdominoperineal excision, 
two factors are evident. One is the all too 
human failing of becoming a slave to 
habit. A technic is learned, and it is 
seldom varied. The rectum is approached 
much like the appendix or the gallbladder, 
with the unconscious or conscious atti- 
tude that the disease is limited to the 
organ or contained in it and that all one 
has to do is to remove it. Other struc- 
tures are not disturbed unless they pre- 





VOL. XVI, ° BACON ET AL.: RADICAL OPERATION FOR CANCER 


Fig. 1—Upper left, extensive local malignant invasion arising from primary adenocarcinoma of 
rectum and involving vaginal wall, uterus, adnexa and bladder. Upper right, lymphatics of pelvis 
likely to be invaded by infiltrating adenocarcinoma of the rectum. These nodes and main lymphatic 
trunks are excised in the extended abdominoperineal excision. Lower left, inferior mesenteric artery 
divided at its origin from aorta and large vessels cleared of lymphatic and areolar tissues. All struc- 
tures to be excised are reflected medially from pelvic wall as far anteriorly as exit of external iliac 
vessels. Lower right, hypogastric arteries ligated in continuity to provide control of hemorrhage in 
the pelvic and perineal dissections. Site of ligation is usually distal to origin of posterior gluteal 
artery. 
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vent extirpation of the rectum. 

The other and more important factor 
is ignorance on the part of the surgeon 
as to just how far he can safely extend 
his operation. It is to this subject that 
we would devote the remainder of our 
paper, and it is our purpose to point out 
the many simple and effective measures 
that can be utilized, as well as to dwell 
upon the several important safeguards 
available to the surgeon who contemplates 
radical eradication of rectal cancer. 

Selection of an Operative Procedure.— 
Extended radical operations for cancer 
of the rectum are not necessarily limited 
to the abdominoperineal approach. For 
intraperitoneal rectal cancer the anterior 
resection can be elected. In case of ob- 
struction a preliminary colostomy is ad- 
visable. For lesions of the upper part of 
the rectum it is possible to preserve the 
sphincters provided the entire rectum, the 
levators and the endopelvic fascia are 
extirpated. In both of these procedures 
one must be assured that the growth has 
not invaded beyond the rectum. The 
procedure of choice for invasive rectal 
carcinoma is extended abdominoperineal 
excision with permanent abdominal colos- 
tomy. 

Basic Technical Approach with Excision 
of the Lymphatics.—In any curative ap- 
proach for carcinoma of the rectum the 
regional lymphatics must be removed. 
Most important are those of the upward 
drainage system, since these collect lymph 
from the entire upper part of the rectum, 
most of the midrectum and a large por- 
tion of the lower rectum. Not only are the 
entire lymph nodes of the mesorectum 
and the mesosigmoid eradicated, but the 
preaortic nodes from the duodenum to the 
bifurcation of the aorta are excised. This 
is done by ligating and dividing the in- 
ferior mesenteric artery at its origin and 
incising the mesocolon outward to the 
marginal artery. The incision can be ex- 
tended downward along the marginal 
vessels to the point chosen for colostomy 
or anastomosis. The aorta is then easily 
stripped of areolar, fascial and lymphatic 
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tissues. The bifurcation of the aorta is 
cleared of lymph nodes. 

It is with little difficulty that the lateral 
lymphatic drainage areas are extirpated. 
Incisions are extended along each external 
iliac artery to the inguinal ligament. The 
tissues overlying these vessels are re- 
flected medially, and the dissection is con- 
tinued downward with thorough clearing 
of the common iliac bifurcations and 
hypogastric vessels. The obturator nodes 
and the nodes of the middle hemorrhoidal 
arteries are excised. This can be facili- 
tated by extending the incisions from the 
terminations of the external iliac vessels 
downward, laterally in relation to the 
bladder, to the rectovesical space. The in- 
tervening lateral tissues are _ reflected 
downward and medially. The sacrum and 
lateral sacral, areas are stripped of lym- 
phatics. For cancer that invades the anal 
canal or the perianal areas, a bilateral 
inguinal node dissection must be elected 
shortly after the definitive surgical treat- 
ment, before invasion has occurred. 

Excision of the Uterus and Adnexa.— 
In cases in which the rectal carcinoma 
has invaded the vagina, the uterus and 
adnexa must be extirpated as well as the 
vagina. These organs are also removed 
when the uterus itself is the only struc- 
ture attacked. 

The ovarian vessels are ligated as they 
course over the brim of the pelvis. The 
suspensory ligaments of the ovaries are 
easily reflected medially after the pre- 
liminary incisions are made overlying the 
external iliac vessels as described. The 
round ligaments are amputated as far 
laterally as possible. The broad ligament 
is reflected medially as the dissection 
proceeds downward. The uterine vessels 
are ligated and divided at their origins 
after both ureters have been exposed. 
Anteriorly, the bladder is separated from 
the vagina. No effort is made at this time 
to divide the vagina. The dissection is 
completed after the uterus and adnexa 
have been mobilized. These organs are not 
separated from any attachments that may 
exist between them and the rectum, as 
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Fig. 2.—Upper left, descending colon divided and proximal segment brought through upper pole of in- 
cision to form a permanent colostomy. Distal segment placed in pelvis for removal from below. No 
peritoneal floor is reconstructed. Upper right, each ureter divided as near bladder as possible. La- 
tex rubber catheters are inserted as far as kidney pelvises. Tunnels are then constructed by blunt 
dissection under parietal peritoneal wall so that ureters course in a retroperitoneal position to their 
external openings through stab wounds in anterior abdominal wall at previously marked locations. 
Lower left, positions of permanent colostomy and ureteral stomas. A rubber waterproof cup is fitted 
over each stoma, and drainage tubes convey urine to a reservoir strapped to patient’s leg. Lower 
right, incision for perineal phase in female extends to each ischial tuberosity laterally and beyond 
tip of coccyx posteriorly. 
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the entire mass of tissue is to be delivered 
from below in the perineal phase. 

During the perineal phase of the pro- 
cedure the vagina is mobilized laterally 
and anteriorly above the urethra. It is 
separated from the bladder by careful dis- 
section until the dissection made from 
the abdominal approach is reached. After 
division of the levators at their origins, 
the rectum with its ischiorectal fat, 
sphincters, levators, and associated tissues 
is delivered from below, including the at- 
tached vagina, uterus and adnexa, as well 
as a liberal portion of the sigmoid and 
all of the rectal and node-bearing sig- 
moidal mesocolon. 

Such a procedure is not difficult and 
conforms to an important principle in 
cancer surgery, that of removing the 
growth in block, including immediately 
contiguous normal tissues. 

Excision of the Prostate and Seminal 
Vesicles—In the usual Miles operation 
the seminal vesicles are reflected anteri- 
orly and are preserved. When cancer of 
the rectum has invaded this area these 
structures must be removed. They are not 
separated from the rectum, but dissec- 
tion proceeds downward, separating them 
from the bladder. 

In the perineal phase the prostate can 
be carefully dissected from the urethra 
and the base of the bladder and removed 
in block with the seminal vesicles and the 
diseased bowel. 

Excision of the Bladder—When the 
carcinoma has invaded the bladder, it is 
often possible to excise the portion of 
bladder wall involved without altering the 
course of the ureters. In such cases the 
vesical defect is repaired by means of two 
rows of sutures of fine chromic catgut 
in the mucosa and muscularis. If peri- 
toneum is available it can be included in 
the second layer of sutures. 

If the invasion is at all extensive, the 
bladder must be sacrificed. An incision 
is made above the bladder, connecting the 
incisions previously established overlying 
the external iliac vessels. It is a simple 
matter to reflect the bladder with its 
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peritoneum downward and _ posteriorly. 
By blunt dissection it can be easily sep- 
arated from its anterior and lateral at- 
tachments. The ligamentous attachment 
between the base of the bladder and the 
symphysis pubis can be divided from the 
perineal approach. The vesical vessels are 
ligated and divided at their origins. No 
attempt is made to separate the bladder 
from its attachments to the rectum or to 
the uterus and adnexa in the female. 
These structures are to be removed in 
block from below. 

The perineal approach differs but little 
from that described except that in the 
female the anterior limit of the incision 
is made anterior to the urethra to permit 
excision of that structure with the blad- 
der. The dissection is carried upward, 
separating the base of the bladder from 
the pubis, so that all of the mobilized 
pelvic organs can be excised in block. 

In the male the urethra must be divided 
as the anterior portion of the perineal 
incision is deepened. The dissection then 
proceeds upward, with separation of the 
bladder from the pubis. 

Transplantation of the Ureters.—lIt is 
not our purpose to elaborate on this sub- 
ject. Many excellent technics are avail- 
able for anastomosing the ureters to vari- 
ous portions of the large or small bowel. 
In our experience, transplantation to the 
skin is the least hazardous. This can be 
performed by establishing stab wounds 
in both lower abdominal quadrants. The 
ureters are carefully mobilized, but they 
are not stripped of their blood supply. 
Each ureter is placed in a retroperitoneal 
position by constructing tunnels which 
extend laterally and anteriorly beneath 
the parietal peritoneum to the stab 
wounds. The ureters are brought through 
the stab wounds and must project several! 
centimeters above the cutaneous surface. 
Latex catheters of the whistle-tip variety 
are inserted into the ureters, each 
catheter being the largest size that the 
ureter will tolerate. 

The ureters can be fixed to the skin b) 
single sutures of fine silk. 











Fig. 3—Upper left, incision deepened. Bladder can be seen as it is separated from the symphysis 
pubis. In the female the urethra is removed in block with the specimen. Upper right, after division 
of levator muscles at their origins, entire specimen, consisting of anus, rectum, ischiorectal fat, leva- 
tors, vagina, urethra, uterus, adnexa, bladder and associated lymphatics, veins, and other tissues is 
delivered from below. Lower left, incision in male begins over anterior perineum and extends later- 
ally and posteriorly as in female. Urethra is divided in its posterior division distal to prostate gland. 
Bladder is freed from symphysis and dissection is continued as in female. Lower right, pelvis 
cleared of viscera, lymphatics and many of the large potentially involved veins. The cavity which re- 
sults from this excision is packed by a large square of rubber dam into which 2-inch vaginal packing 
is inserted from below. Pack is hemostatic and prevents small intestine from entering pelvis. After 
ten days pack is slowly delivered from below so that it is all out by the fourteenth postoperative day. 
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Partial Excision of the Ureters.—It is 
often necessary to excise a portion of 
ureter involved by carcinoma. Often the 
defect can be repaired by end-to-end ure- 
terostomy or by reimplanting the ureter 
into the bladder. When a large segment 
has been removed, skin ureterostomy or 
transplantation of the ureter to the large 
or small intestine is advisable. When the 
other kidney and ureter function normally 
and it has been necessary to remove a 
large portion of the diseased ureter, the 
upper segment can be ligated and divided 
as near the kidney as possible. Generally, 
the kidney will cease to function and be- 
come atrophic. In some instances it may 
be necessary to remove that kidney later. 

Excision of Pelvic Veins —The work of 
Sunderland and others has indicated that 
the veins of the rectum may often be- 
come involved by carcinoma. Usually 
these are eradicated in dissection of the 
lymphatics as outlined. However, in cer- 
tain instances of invasive rectal carci- 
noma there may be involvement of the 
extrarectal pelvic veins. Evidence of such 
invasion is obtained by palpating the 
hypogastric and iliac veins and their 
tributaries. Such veins can be excised 
without difficulty, and it will often be ad- 
vantageous to remove the hypogastric 
veins and their tributaries for a more 
radical excision of the lateral lymphatics 
and lymph nodes. 

Excision of Viscera Other than Pelvic 
Organs.—Not uncommonly the small in- 
testine is found to be involved by the 
rectal growth. Involved segments of bowel 
must not be separated from their at- 
tachments to the rectum. The procedure 
of choice is to divide the small bowel sev- 
eral inches proximal and distal to the at- 
tached segment. The two ends are then 
approximated in an end-to-end anas- 
tomosis. The diseased segment is delivered 
from below with the rectum, in block. 

The omentum must likewise be widely 
excised and not separated at the point 
where it has become involved. 

It is not our task here to deal with the 
excision of distant metastases other than 


JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 





DECEMBER, 1951 


those in the pelvis or the lower part of the 
abdomen. We have had no experience in 
removing portions of the liver, nor do we 
advocate such attempts. 

Safeguards.—Hemorrhage: One of the 
great fears harbored by a majority of 
surgeons is the fear that severe bleeding 
or uncontrollable hemorrhage may attend 
their efforts at radical extirpation of the 
invasive rectal carcinoma. Such hemor- 
rhages have occurred, and the danger is 
indeed a real one, but with the knowl- 
edge of a few principles and safeguards 
much of this difficulty can be eliminated. 

An aid in the prevention of hemor- 
rhage is early ligation and division of the 
inferior mesenteric artery at its origin. 
The vein is likewise ligated and divided. 

A further safeguard is ligation but not 
division of the hypogastric vessels distal 
to the origin of the superior gluteal 
artery. This can be performed early in 
the dissection and greatly aids in curtail- 
ing hemorrhage from the vesical, middle 
hemorrhoidal, uterine or internal puden- 
dal arteries. 

A common cause of hemorrhage is 
damage to one of the large veins. When 
this has occurred it is often possible to 
occlude the perforation by means of a 
hemostat and apply a ligature to the site, 
especially if the defect is a small one. 
Attempts at suturing often result in more 
damage and further hemorrhage. In our 
experience, ligation of the vessel above 
and below the site of injury is desirable, 
however, and pressure will usually arrest 
the bleeding promptly. We recently ap- 
plied a portion of gelfoam to a perfora- 
tion in the vena cava, and with pressure 
the bleeding was permanently controlled. 
The use of hot moist pressure packs for 
low pelvic bleeding is of greater value 
than the uncertain, ineffectual and trau- 
matic application of numbers of hemo- 
stats. 

After the perineal phase has been com- 
pleted the insertion of packing into the 
pelvis will arrest any oozing or hemor- 
rhaging not readily controlled by other 
means. 
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Data on Radical Surgical Procedures for Rectal Cancer 
Number Mortality 


Cystectomy with excision of prostate, seminal vesicles, urethra, veins, lymph 
nodes; transplantation of ureters into skin 2 0 

Cystectomy with prostatectomy; excision of seminal vesicles, urethra, veins, lymph 
nodes; transplantation of ureters to colon 1 

Cystectomy with panhysterectomy; vaginectomy, and excision of veins, lymph 
nodes, transplantation of ureters to skin 1 

Cystectomy; vaginectomy; transplantation of ureters to abdominal wall 

Cystectomy (partial) with right ureterectomy 

Cystectomy (partial) 

Ureterectomy (left) and hemicolectomy 

Ureterectomy (partial) 

Prostatectomy (complete or partial); excision of seminal vesicles; partial excision 
of urethra 

Prostatectomy (complete or partial); excision of seminal vesicles 14 

—— sacral excision with coccygectomy, prostatectomy and excision of seminal 
vesicles 

Panhysterectomy; partial ureterectomy; transplantation of one ureter into sigmoid 
colon; reimplantation of other ureter to bladder 


Panhysterectomy with excision of adnexa; posterior vaginal excision 


Panhysterectomy with excision of adnexa 
Bilateral salpinoophorectomy 


Vaginectomy, partial, with wide excision of posterior vaginal wall 
Bilateral inguinal node dissection following extirpation of uterus, adenexa and 


posterior vaginal wall 


Bilateral inguinal node dissection following partial prostatectomy, partial excision 


of urethra and removal of seminal vesicles.... 


Bilateral inguinal node dissection 
Subtotal small intestine resection 


Abdominopelvic lymph node dissection 


Ligation and division of inferior mesenteric artery at aortic origin 


Adequate whoie blood must be on 
hand for all of these procedures, but even 
with complete pelvic eviscerectomy more 
than 3,000 cc. is seldom necessary. 

Blood Supply: The fear is often ex- 
pressed that ligating the inferior mesen- 
teric artery at its origin will result in 
ischemia of the portion of sigmoid colon 
chosen for anastomosis or colostomy. This 
is not the case. In our experience this 
ligation has been performed successfully 
in 37 cases without complication. The mar- 
ginal artery derived from the middle colic 
artery is quite adequate. Care must be 
taken, however, not to destroy the ar- 
terial arcades to the segment to be pre- 
served. These arcades can be easily visu- 
alized by transillumination. They need not 
be interrupted for complete removal of 
the mesocolic lymph nodes, which are 
along the inferior mesenteric artery, the 
superior hemorrhoidal artery and the 


0 
0 
( 


0 
0 
(2.72%) 
3 
0 
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origins of the left colic and sigmoidal 
arteries. 

A safeguard in ligation and division of 
the inferior mesenteric artery is to per- 
form this step early and then observe the 
bowel during the remainder of the ab- 
dominal phase. Should it show discolora- 
tion, it is an easy matter to liberate the 
splenic flexure and bring more normal 
bowel down for colostomy or anastomosis. 
We have not as yet had to do this after 
inferior mesenteric ligations of this kind. 

Peritonealization: Many surgeons have 
an ungrounded aversion to leaving any 
uncovered or “raw” surfaces within the 
abdominal or pelvic cavities. Actually, the 
deperitonealized surfaces are of no sig- 
nificance. Healing is prompt, and the sur- 
faces soon become epithelized without the 
formation of adhesions. Indeed, this com- 
plication is much more commonly the re- 
sult of closing these defects with catgut, 
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a material which produces sufficient in- 
flammatory reaction to invite adhesions. 
Closure of the Pelvic Floor: In these 
extended excisions for cancer of the rec- 
tum the peritoneum is widely removed, 
and there is not enough remaining to re- 
construct a satisfactory pelvic floor. This 
has been of no importance in our series 
of cases. A large portion of rubber dam 
is introduced from below to fill the true 
pelvis. This is packed with 2-inch vaginal 
gauze. In from ten days to two weeks 
epithelization over the upper surface of 
the rubber dam in contact with the small 
intestine and omentum (where possible) 
will have been completed, and the pack- 
ing can be slowly withdrawn. After the 
removal of the rubber dam the pelvic 
cavity is inspected, and it will rarely be 
necessary to replace the pack. 


SUMMARY AND CONCLUSIONS 


Any approach toward extended extirpa- 
tion of invasive cancer of the rectum 
should conform to certain well established 
principles, most of which are known to 
surgeons seeking to eradicate cancer from 
any part of the body. These principles 
may be summarized as follows: 

1. The operative approach must be so 
planned as to excise the growth with its 
extensions and all involved or potentially 
involved lymphatics and lymph nodes, en 
bloc. 

2. The main venous drainage channels 
leading from the structures to be excised 
should be ligated and divided whenever 
possible before the involved tissues are 
manipulated. This is achieved to a large 
extent by initially severing the inferior 
mesenteric vessels at the base of the meso- 
colon before beginning the pelvic dissec- 
tion. As the deeper pelvic vessels are ap- 
proached they are divided. 

3. Control of hemorrhage is aided by 
early ligation and division of the inferior 
mesenteric artery. The hypogastric ar- 
teries are ligated distal to the origin of 
the superior gluteal arteries. Other pelvic 
arterial vessels are ligated as they are 
approached. Troublesome venous bleeding 





DECEMBER, 1951 





can easily be controlled by pressure. 

4. The surgeon must center his ap- 
proach on radical removal of the cancer. 
Concern over preservation of the peri- 
toneum for possible reconstruction of a 
pelvic floor is of secondary importance 
and should not limit the extent of dissec- 
tion. Peritonealization is not an impor- 
tant factor, and an artificial floor can 
satisfactorily be established by means of 
a large pack introduced from below. 

5. Careful planning must precede and 
follow extensive operations for carci- 
noma. Most important is the presence of 
an adequate supply of whole blood for in- 
fusions before, during and after the oper- 
ative procedure. 

6. The simplest and least hazardous 
method of dealing with the ureters is to 
implant them in the anterior abdominal 
wall. In addition, such a procedure pre- 
vents the loss of valuable operating time 
so often dissipated in performing uretero- 
colic anastomoses or other types of en- 
teroureterostomies. This is_ significant 
when every possible minute is to be 
utilized in eradicating the extensions of 
the lesion and the abdominopelvic lymph 
nodes. 

RESUME ET CONCLUSIONS 


Il existe certains principes que tout 
chirurgien doit suivre lorsqu’il veut extir- 
per un cancer dans n’importe quelle partie 


du corps. 
On peut les résumer de la _ facon 


suivante: 

1. La méthode a suivre doit permettre 
extirpation en bloc de la tumeur avec 
ses réactions de voisinage—les lympha- 
tiques et leurs ganglions. 

2. Avant de manipuler les principaux 
canaux veineux qui partent des organes 
cont on doitfaire l’exérése, il faut les 
diviser et les ligaturer. Par exemple, les 
vaisseaux mésentériques inférieurs a la 
base du méso doivent étre ligaturés avant 
la dissection du bassin. Si l’on rencontre 
des vaisseaux plusprofonds dan la mém« 
région, il faut aussi les ligaturer. 


3. Pour contréler l’hémorragie, un- 
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eligature précoce de l’artére mésentérique 
inférieure. Les artéres hypogastriques 
sont ligaturées 4 lorigine des artéres 
supérieures—de méme que toute artére 
du bassin. L’hémorragie veineuse sera 
arrétée par une compression manuelle. 

4. Le chirurgien doit envisager |’extir- 
pation compléte du cancer. I] ne faut pas 
conserver inutilement le péritoine dans 
un but de péritonisation secondaire. Cette 
péritonisation secondaire peut bien se 
faire a l’aide d’un paquetage. 

5. Un plan précis doit précéder et 
suivre toute grave opération pour cancer. 
Il ne faut jamais oublier de se procurer et 
det enir 4 sa disposition une quantité suf- 
fisante de sang que !’on pourra infuser 
durant et aprés l’opération. 

6. La facon la plus simple et la moins 
hasardeuse de ménager les uretéres est 
de les implanter dans la paroi abdominale 
antérieure. De plus, cette méthode em- 
péche une perte de temps précieuse, que 
Yon perd nécessairement si ]’on pratique 
une anastomose de ces uretéres avec |’in- 
testin. Ceciprend de l’importance quand 


on doit employer tout son temps a |’ex- 
tirpation de la tumeur et des vaisseaux 
lymphatiques avec leurs ganglions. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Jedes chirurgische Verfahren, das eine 
umfangreiche Entfernung eines infiltrier- 
end wachsenden Mastdarmkrebses zum 
Ziele hat, muss gewisse allgemein aner- 
kannte prinzipielle Voraussetzungen er- 
fuellen, die zum groessten Teil dem Chir- 
urgen, der sich mit operativer Krebsbe- 
handlung beschaeftigt, wohlvertraut sind. 
Diese Grundsaetze koennen folgender- 
massen zusammengefasst werden: 

1. Der operative Angriff muss fuer die 
Entfernung der Geschwulst im ganzen 
mit allen ihren Ausbreitungen und ein- 
schliesslich aller tatsaechlich oder moe- 
glicherweise befallenen Lymphbahnen 
und Lymphknoten geplant werden. 

2. Die wichtigsten venoesen Abfluss- 
wege, die von den zu entfernenden Ge- 
bilden entspringen, muessen wenn irgend 
moeglich unterbunden und durchtrennt 
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werden, bevor das befallene Gebiet ange- 
tastet wird. Das kann zum groessten Tei) 
erreicht werden, indem im Anfang der 
Operation die unteren Mesenterialge- 
faesse an der Basis des Mesocolon durch- 
schnitten werden, ehe an die Praeparier- 
ung des Beckens herangetreten wird. Die 
tieferen Beckengefaesse werden, sowie sie 
waehrend des chirurgischen Vorgehns zur 
zur Sicht kommen, durchtrennt. 

8. Die Blutstillung wird durch eine 
fruehzeitige Unterbindung und Durch- 
trennung der unteren Mesenterialarterie 
erleichtert. Die Aa. hypogastricae werden 
distal vom Abgang der oberen Glutaeal- 
schlagader unterbunden. Die uebrigen 
Beckenarterien werden abgebunden, sowie 
man an sie herankommt. Unangenehme 
venoese Blutungen koennen leicht durch 
Druck kontrolliert werden. 

4. Der Chirurg muss seinen Plan auf 
radikale Entfernung des Krebses ausrich- 
ten. Die Sorge um Erhaltung des Bauch- 
fells zur eventuellen Wiederherstellung 
des Beckenbodens ist von zweitrangiger 
Bedeutung und darf den Umfang der 
Herauspraeparierung der Geschwulst 
nicht beeinschraenken. Die Peritoneal- 
isierung ist kein wichtiger Punkt und ein 
kuenstlicher Beckenboden kann in _ be- 
friedigender Weise mit Hilfe eines von 
unten eingefuehrten grossen Tampons 
gebildet werden. 

Umsichtiges Planen vor und _ nach 
ausgedehnten Krebsoperationen ist not- 
wendig. Das Vorhandensein eines ausrei- 
chenden Vorrats von Blut fuer Infusionen 
vor, waehrend und nach der Operation 
ist von groesster Wichtigkeit. 

6. Das einfachste und am wenigsten 
gefaehrliche Verfahren zur Versorgung 
der Harnleiter besteht in ihrer Einpfian- 
zung in die vordere Bauchwand. Diese 
Methode vermeidet ueberdies den grossen 
Zeitverlust, der im allgemeinen mit der 
Anlegung von Harnleiterdickdarmfisteln 
oder anderen Arten von Harnleiterdarm- 
verbindung einhergeht. Wo jede Minute 
zur radikalen Entfernung der Ausbreit- 
ung der Geschwulst und der Lymph- 
knoten im Bauch und im Becken aus- 
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genuetzt werden soll, ist eine solche Zeit- 
ersparnis sehr willkommen. 


RESUMEN Y CONCLUSIONES 


Toda via para la extirpacién extensa 
del cancer rectal invasor debe ajustarse 
a ciertos principios bien establecidos, 
muchos de los cuales son conocidos por 
los cirujanos que tratan de erradicar 
cancer de cualquier parte del cuerpo. 
Estos principios pueden compendiarse en 
la forma siguiente: 

1. La via operatoria debe proyectarse 
para extirpar el neoplasma con sus exten- 
siones, comprendiendo los linfaticos com- 
prometidos o potencialmente comprometi- 
dos, en bloque. 

2. La red venosa principal de las es- 
tructuras debe extirparse, ligandola y 
seccionandola cuando sea posible antes de 
manejar lo comprometido. Esto se efecttia 
extensamente por la secci6n inicial de los 
vasos mesentéricos inferiores en la base 
del mesocolon, antes de comenzar la disec- 
cién pélvica. Se seccionan los vasos pél- 
vicos mas profundos al ser identificados 
a su vez. 

3. La ligadura y seccién tempranas de 
la arteria mesentérica inferior ayuda al 
control de la hemorragia. Las arterias 
hipogastricas se ligan distalmente al 
origen de las arterias gliteas superiores. 
Otros vasos arteriales pélvicos se ligan a 
medida que son identificados. La hemorr- 
agia venosa puede controlarse facilmente 
por presion. 

4. El cirujano debe orientar su via 
para lograr la extirpacién radical del 
cancer. La preservacion del peritoneo para 
la posible reconstrucci6n del piso pélvico 
es de importancia secundaria y no debe 
limitar la extensién de la diseccién. La 
peritonizacion no es un factor importante, 
pudiéndose establecer satisfactoriamente 
un piso artificial mediante un gran tapon- 
amiento introducido por abajo. 

5. Una preparacién cuidadosa debe 
preceder y seguir a las operaciones exten- 
sas por carcinomas. Es de mucha impor- 
tancia contar con un adecuado aprovision- 
amiento de sangre para _ transfusiones 
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antes, durante y después de la operacidn. 

6. El método mas simple y menos 
azaroso respecto a los uréteres es la im- 
plantacién de los mismos en la pared 
abdominal anterior. Ademas, este procedi- 
miento previene la pérdida de valioso 
tiempo operatorio, disipado tan a menudo 
en la realizacién de anatomosis ureter- 
océlicas u otros tipos de enteroureteros- 
tomias. Esto es significativo cuando cada 
minuto debe utilizarse en erradicar las 
extensiones de la lesién y las linfoglan- 
dulas abdéminopélvicas. 


CONCLUSIONI RIASSUNTIVE 


Ogni intervento che miri alla estir- 
pazione radicale di un cancro del retto a 
tendenza invasiva deve uniformarsi a certi 
principi ben stabiliti, la maggior parte 
dei quali sono familiari ad ogni chirurgo 
che cerchi di asportare radicalmente un 
cancro da qualsiasi regione del corpo. Tali 
principi possono riassumersi nei seguenti 
punti: 

1. L’intervento deve essere studiato e 
condotto in modo da consentire |’aspor- 
tazione in blocco del tumore, delle struttu- 
re contigue invase, delle vie linfatiche e 
delle linfoghiandole gia interessate o che 
lo possano essere. 

2. Ogni volta che sia possibile, é bene 
legare e sezionare i vasi venosi di maggior 
calibro che drenano sangue dal tumore 
prima di iniziare su quest-ultimo qualsiasi 
manovra chirurgica. Nel nostro caso é 
perciO opportuno sezionare i vasi mesen- 
terici inferiori alla radice del mesocolon, 
fin dall’inizio, prima di cominciare la 
dissezione pelvica; si sezioneranno poi i 
vasi pelvici pitti profondi man mano che 
verranno raggiunti. 

3. L’emostasi é@ facilitata dalla lega- 
tura e sezione preventiva dell’arteria 
mesenterica inferiore. Le arterie ipogas- 
triche vanno legate distalmente all’origine 
delle arterie glutee superiori. Le altre 
arterie pelviche vanno legate man mano 
che vengono raggiunte. L’emorragia ve- 
nosa viene facilmente controllata col 
tamponamento. 

4. Il chirurgo deve condurre il suo in- 
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tervento col preciso scopo di asportare 
radicalmente il cancro. La preoccupazione 
di conservare il peritoneo per la ricostru- 
zione del piano pelvico non deve limitare 
l’estensione della dissezione, in quanto la 
peritoneizzazione @ un fattore di non 
grande importanza bastando una grossa 
pezza laparotomica, introdotta dal basso, 
a costituire in modo soddisfacente un 
piano pelvico artificiale. 

5. Le cure pre—e post-operatorie deb- 
bono essere assai accurate. Della massima 
importanza, il poter disporre di un ade- 
guato rifornimento di sangue intero da 
trasfondere prima, durante e dopo I’in- 
tervento. 

6. I] metodo pit semplice e meno peri- 
coloso di anastomosi ureterale é |’impianto 
di tali organi nella parete anteriore dell’- 
addome. Cio, fra l’altro, evita la perdita 
di quel tempo prezioso che cosi spesso 
viene impiegato nell’eseguire le anasto- 
mosi uretero-coliche o gli altri tipi di 
entero-ureterostomie. Cid ha il suo valore 
quando é necessario utilizzare ogni minuto 


per asportare radicalmente le strutture in- 
vase dal tumore e le linfoghiandole addo- 
mino-pelviche. 


SUMARIO E CONCLUSOES 


Toda via de acésso dirigida 4 extirpacao 
de cancer invasivo do réto deve obedecer 
a certos principios bem _ estabelecidos, 
muitos dos quais sao conhecidos dos cirur- 
gides que intentam extirpar cancer de 
qualquer parte do corpo. Esses principios 
devem ser resumidos como segue: 

1. A via de acesso deve ser de tal modo 
planejada que torne possivel a excisao do 
tum6r com suas extens6des e todos os lin- 
faticos envolvidos ou potencialmente en- 
volvidos, bem como os ganglios linfaticos, 
em um so bléco. 

2. Os principais ductos venosos que 
saem da estrutira extirpada devem ser 
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ligados e divididos, quando possivel, antes 
da manipulacao cirurgica. Isso é conse- 
guido em larga extensao cortando-se os 
vasos mesentéricos inferiores na base do 
mesocolon antes de se iniciar a disseccao 
pelvica. A’ medida que os vasos pelvicos 
profundos sao alcangcados devem_ ser 
ligados. 

38. O contréle da hemorragia é facili- 
tado por ligadura precéce da artéria 
mesentérica inferior. As artérias hipo- 
gastricas sao ligadas distalmente 4 origem 
das artérios gluteas superiores. Outras 
arterias pelvicas sao ligadas 4 medida que 
elas sao atingidas. Sangramento vendso 
perturbad6r pdde ser facilmente control- 
ado por pressao. 

4. Ocirurgiado deve procurar conseguir 
uma remocéo radical do cancer. No que 
concérne a preservacao do peritoneo para 
possivel reconstrucao do assoalho pelvico 
diga-se que é do secundaria importancia 
e nao deve limitar a extensao da dissecao. 
A peritonizagéo nao é um importante 
fator e um assoalho artificial pdde ser 
satisfatoriamente estabelecido por meio 
de um extenso tamponamento introduzido 
por baixo. 

5. Cuidadoso planejamento deve pre- 
ceder e seguir extensas operacdes por 
carcinoma. De maior importancia é a 
presenca de um adequado fornecimento de 
sangue total para infusdes, antes, durante 
e depois da intervencao cirurgica. 

6. O mais simples e seguro método de 
tratar os uretéres é implantal-os na 
paréde abdominal anterior. Tal procedi- 
mento evita adicionalmente a pérda de 
validso tempo operatorio frequentemente 
dissipado na execucao de anastomdses 
ureterocolicas ou outros tipos de entero- 
ureterostomias. Isso é significativo 
quando cada minuto deve ser aproveitado 
para extirpar as extensdes da lesao e os 
ganglios linfaticos. 











Rupture of the Pregnant Uterus 
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century many articles on uterine 

rupture have appeared in the Amer- 
ican medical literature, emphasizing its 
importance as a danger to both mother 
and child. Analyses of large series of 
cases in different sections of the country 
show considerable variation in the inci- 
dence of uterine rupture, which ranges 
trom 1 to 95! to 1 in 6,000? deliveries. 
It is estimated that about 200 maternal 
deaths occur annually in the United States 
from this cause. Obviously statistics con- 
cerning rupture of the uterus are diffi- 
cult to evaluate. There must be a consid- 
erable number of unrecognized and un- 
reported cases. On the other hand, sta- 
tistics from obstetric centers are replete 
with records of seriously complicated 
cases transferred from smaller hospitals 
and the surrounding rural areas. For ex- 
amples, 45 of 64 cases in the New Orleans 
Charity Hospital series were classified as 
emergencies on the patient’s admission to 
the hospital (Beacham and Varino*). In 
our series, 4 (45 per cent) of the patients 
were admitted to the hospital after rup- 
ture. 

Early recognition, energetic treatment 
and speed in preparation of the patient 
for surgical intervention are essential if 
the high mortality rate, both maternal and 
fetal, is to be lowered. The obstetrician 
must be constantly aware of this condition, 
especially in the care of multiparas and 
patients who have undergone cesarean 
sections or other uterine operations. 

Tables 1 and 2 illustrate the decreasing 
incidence of rupture of the uterus. The 
average incidence in the early years of 
this century was about 1 in 800 deliveries, 
but reports in more recent years indicate 
a decrease to about 1 in 3,000. This is in 
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keeping with the general improvement in 
obstetrical practice, reflected in lowered 
maternal and infant mortality for the 
later period. Also shown is a definite 
downward trend in the incidence of rup- 
ture due to obstetrical trauma. Improve- 
ment in hospital facilities has been largely 
responsible for this reduced mortality— 
particularly the development of blood 
banks. A factor in lowering the incidence 
of spontaneous and traumatic rupture has 
been fearless acceptance of the indicated 
cesarean operation. Approximately 50 per 
cent of the ruptures occur in the scars of 
previous sections; 20 per cent result from 
trauma due to obstetrical intervention, 
and the remaining 30 per cent are due to 
miscellaneous causes. 

The patients whose cases we are report- 
ing were all Caucasians, and the series 
includes all ruptures of the pregnant 
uterus encountered at the Crawford W. 
Long Memorial Hospital in Atlanta from 
Jan. 1, 1946 to July 31, 1951, during which 
time there were 28,678 deliveries. The 
cases are briefly summarized. 


REPORT OF CASES 


CASE 1.—A woman aged 24, gravida 2, 
para 1, was admitted to the hospital on 
March 19, 1947. The estimated date of con- 
finement was April 13, 1947. Three years 
earlier, in another state, she had undergone 
a classic cesarean section before labor and 
with the membranes intact. Her postopera- 
tive course was said to be uneventful, al- 
though she was kept in bed for seventeen 
days. 

The present pregnancy had been normal 
until two days prior to admission, when back- 
ache developed and the patient did not feel 
well. About 4 a.m. on the day of admission 
she noticed pain in the lower part of the 
abdomen and pain on urination. Three hours 
later the pain became continuous and diffuse. 
At 7:30 a.m. she was admitted to another 
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hospital and given 1/3 gr. of pantopon. At 
9:30 a.m. a vaginal examination was done and 
the patient told she was not in labor. Observa- 
tion was advised. The patient was trans- 
ferred to this hospital at 12:15 p.m. She ap- 
peared acutely ill, pale and clammy, and she 
complained of diffuse low abdominal pains. 
The pulse rate ranged from 170 to 180 per 
minute; the respiratory rate was 30 per min- 
ute, and the blood pressure was 0/0. The 
abdomen was diffusely tender, and the uterus 
was very irritable and contracted irregularly. 
A fetal extremity was palpable in the left 
lower quadrant of the abdomen. The fetal 
heart tones were not heard. There was dull- 
ness in both flanks, more marked on the left. 
A tentative diagnosis of ruptured uterus, 
shock and severe hemorrhage, with death of 
the fetus in utero, was made. The patient 
was given 1,000 cc. of plasma and 1,500 cc. 
of whole blood. A laparotomy was done with 
sodium pentothal anesthesia. When the abdo- 
men was opened, the uterus was observed 
to be ruptured throughout the length of the 
previous scar. The fetus was free in the 
abdominal cavity. It weighed 5 pounds and 
10 ounces (2,551 Gm.). The blood pressure 
of the mother in millimeters of mercury was 
130 systolic and 80 diastolic. The pulse rate 
after completion of the last transfusion was 
86. She was subsequently given two more 
transfusions of 500 cc. each of whole blood, 
and the postoperative course was unevent- 
ful. She was discharged on the sixth post- 
operative day. (Section: classic). 

CASE 2.—A woman aged 19, gravida 2, 
para 1, was admitted to the hospital at term 
on Nov. 17, 1947, for an elective repeat 
cesarean section. A classic cesarean section 
had been performed in 1946 because of 
cephalopelvic disproportion. Her prenatal 
course had been normal except for a gain 
in weight of 41 pounds (18.6 Kg.). During 
the night following admission the patient 
complained of pain in the lower part of the 
abdomen and was given nembutal for seda- 
tion. When the abdomen was opened on the 
following morning a well organized blood clot 
about 6 cm. wide and 18 cm. long was seen 
overlying the uterus. The clot was removed, 
and a perforation measuring 2 by 2 cm. was 
observed at the upper angle of the old uterine 
scar. The placenta was implanted just be- 
neath this scar. A living infant weighing 9 
pounds and 8 ounces (4,306 Gm.) was de- 
livered by classic cesarean section and the 
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wound resutured. The postoperative course 
was uneventful, and the patient was dis- 
charged on the seventh postoperative day. 
(Previous section: classic). 

CASE 3.—A woman aged 29, gravida 3, 
para 2, was admitted to the hospital on Aug. 
5, 1949. The estimated date of confinement 
was August 14. Her antepartum course had 
been normal. She had been pregnant twice 
before and had undergone 2 cesarean sec- 
tions. The first of these was performed on 
March 3, 1939, because of eclampsia (the 
patient was not in labor), with delivery of 
a boy weighing 6 pounds (2,721 Gm.). The 
second took place on June 5, 1945; the 
fetus, which weighed 8 pounds (3,628 Gm.), 
was stillborn. The uterus had ruptured and 
the fetus had been asphyxiated in the abdom- 
inal cavity, having been expelled through a 
rupture in the scar of the previous cesarean 
section. The rent in the uterus was repaired. 
At the time of admission to this hospital the 
patient was in questionable labor. She was 
observed for approximately forty-eight hours 
and complained frequently of pain in the 
lower part of the abdomen. The abdomen was 
opened, and a rupture of the uterus was ob- 
served extending from the top of the fundus 
into the lower uterine segment throughout the 
old scar. The baby, which weighed 5 pounds 
and 9 ounces (2,049 Gm.), cried spontaneously 
The uterus was repaired and the fallopian 
tubes transected. 

The postoperative course was uneventful, 
and the patient was discharged improved on 
the seventh postoperative day. 

CASE 4.—A woman aged 37, gravida 9, 
para 7, with a history of 1 abortion, was 
admitted to the hospital at 10:05 p.m. on 
July 22, 1948, apparently in early labor, but 
the examiner was unable to reach the cervix 
by rectal examination. The membranes were 
ruptured, and there was some show of blood. 
Castor oil had been taken at 9 p.m. At 1:20 
a.m. the cervix was dilated 4 cm. and was 
50 per cent effaced. The fetal head was pre- 
senting at the plus 1 station. By now the 
patient was complaining considerably of pain, 
but the contractions were apparently not in- 
tense. At this time she was given 100 mg. 
of demerol with scopolamine (1/100 gr.) in- 
tramuscularly. Soon the uterus was in a state 
of slight tonic contraction. Ten minutes later 
the patient was complaining of severe and 
continuous abdominal pain. The fetal head 
was “crowning,” and she was given nembutal 
(4 gr.) intravenously. Open drop ether was 













COLLEGE OF SURGEONS DECEMBER, 1951 





JOURNAL OF THE INTERNATIONAL 
















TABLE 1.—Incidence 


Date Number of Number of 
Author Reported Deliveries Ruptures Incidence 
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*Figures do not include uterine rupture occurring as a result of neglect or those cases of rupture in which the duration 
of labor was longer than two hours. For these reasons, these figures do not seem comparable. 













TABLE 2.—Causes of Uterine Rupture 
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ADEER™ 5.603% 1924-39 25,935 15 1:1,729 10 66.6 8 53.3 2 13.3 5 33.3 
Bill, Barney 

& Melody™.1925-41 69,391 238 1:2,756 15 65.2 13 56.5 2 8.7 8 34.7 
Fitzgerald® ..1928-47 92,226 42 1:2,196 24 57.1 9 21.4 15 35.7 18 42.8 
Dugger” ....1931-41 318,103 105 1:3,029 60 57.4 34 32.2 26 25.1 45 42.6 
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Gustafson’ . 9,000 6 1:1,500 4 66.6 4 66.6 0 0 2 33.3 
Present study. 1946-51 28,678 9 1:3,173 8 88.1 6 66.6 2 24.8 ‘ 











started. There was no external bleeding. The tensive uterine bleeding. The uterus was ex- 
impression was that of abruptio placenta. plored, and a large tear was palpated in the 
The baby weighed 7 pounds and 8 ounces right wall of the fundus. 

(3,403 Gm.) and was delivered by low for- At 1:55 a.m. a laparotomy was started in 
ceps extraction at 1:44 a.m. The cord was the delivery room, and at the same time 
not pulsating, and the placenta was delivered transfusion of whole blood was begun. The 
two minutes later. There was no unusual uterus was ruptured on the right side, the 
amount of bleeding at this time. The con- rupture extending into the right broad liga- 
dition of the baby was very poor; stimulants ment. The patient was pronounced dead at 
and resuscitation were required. This diverted 3:20 a.m. There was approximately 200 cc. 
attention from the mother, and it was not of blood in the abdomen when it was opened. 
noted that the mother was in shock until some On pathologic examination no cause of the 
minutes later. By this time there was ex- rupture could be found. (Rupture due to 
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multiparity with cervical scar, right.) The 
baby survived, but died eight months later 
of an unknown cause. 

CASE 5.—A woman aged 24, gravida 2, 
para 2, was admitted to the hospital on Aug. 
29, 1949, in her seventh postpartum week. 
On July 11, in another state, she had been 
delivered spontaneously of a girl weighing 
9%4pounds (4,309 Gm.) (posterior occipital 
position). The loss of blood was normal. 
Next morning the patient had a sudden 
onset of abdominal pain referred to the right 
shoulder, and in twenty-four hours she had 
signs and symptoms of pelvic peritonitis. 
The patient ran a septic course and was 
treated with blood transfusions and anti- 
biotics. After two weeks she was dismissed 
as improved. One week later she had a sudden 
severe hemorrhage and went into deep shock. 
The uterus and vagina were packed, and she 
was given transfusions. Three days later she 
had another hemorrhage, but remained in the 
hospital for two weeks without further 
bleeding. One week later (the sixth week 
post partum) the patient had another hemor- 
rhage. Examination at that time revealed a 
tear in the lower uterine segment which ex- 
tended into the right broad ligament. On 
August 25 a hemorrhage occurred during 
packing and the patient went into shock 
again. Thereafter the temperature was 1 to 2 
degrees above normal, with no signs of per- 
itonitis. She was admitted to this hospital 
on August 29. At that time the patient’s 
blood pressure in millimeters of mercury was 
110 systolic and 60 diastolic, the pulse rate 
90, and the temperature 97. There was tender- 
ness but no rigidity in the lower part of the 
abdomen. A rupture of the uterus was pres- 
ent, extending into the right broad ligament 
with injury to the uterine broad ligament 
vessels. A total hysterectomy was performed. 
The patient ran a stormy postoperative course 
due to pyelitis (A. aerogenes), which re- 
sponded to aureomycin. She was discharged 
on the twelfth postoperative day. (Spontan- 
eous rupture: cause undetermined.) 

CASE 6.—A woman aged 33, gravida 4, 
para 3, whose expected date of delivery was 
Dec. 20, 1950, was admitted to the hospital 
on December 29 for elective medical induc- 
tion. Her prenatal course had been normal. 
This patient had had three long and difficult 
labors. Her last labor was terminated by 
breech extraction followed by postpartum 
hemorrhage. She was given pitocin intran- 
asally and intramuscularly for induction. She 
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never had more than light uterine contrac- 
tions, and at no time did she have tetanic 
contractions. The last dose of pitocin was 2 
minims given intranasally only two minutes 
before the patient complained of sudden 
severe pain in the abdomen followed by rapid 
shock. The dose prior to this had been given 
more than two hours previously. Trans- 
fusions of whole blood were started in both 
arms under pressure, and a laparotomy was 
begun. Twenty minutes after detection of the 
rupture a dead fetus, with the placenta, was 
noted in the abdominal cavity. A rupture in 
the posterior uterine wall from the fundus 
to the lower segment and into the left broad 
ligament was observed. Supracervical hyster- 
ectomy was done. Although the patient was 
still in deep shock at the beginning of the 
operation, her condition was good by the end 
of the procedure, when a total of 2,000 cc. 
of whole blood had been given. The postoper- 
ative course was uneventful. (Spontaneous 
labor: pituitrin induction; possible old lacer- 
ation.) 

CASE 7.—A woman aged 18, gravida 2, 
para 1, was transferred to Crawford W. Long 
Memorial Hospital from a hospital in a small 
Georgia town on Jan. 18, 1951. At the time 
of her first delivery a classic cesarean sec- 
tion had been done in another state for 
cephalopelvic disproportion. The antepartum 
course was uneventful until four and a half 
hours prior to admission, when she began to 
experience abdominal pains and_ vaginal 
bleeding. A vaginal examination was made 
prior to admission, and no placenta tissue 
was palpable over the cervix. The patient 
had apparently bled profusely. On admission 
she was in shock, with a blood pressure level 
of 60 systolic and 0 diastolic, and the pulse 
rate was 72. The uterus was very tense, but 
the fetal heart tones were good. There was 
no flank dullness. The anterior surface of 
the uterus was tender, particularly the lower 
part. No vaginal examination was _ under- 
taken, but plans were made for immediate 
operation. The patient was taken to the oper- 
ating room in shock, with blood being trans- 
fused into both arms. A tear was found in 
the anterior wall of the uterus at the lower 
end of the old scar. There were numerous 
omental adhesions around this area, isolating 
the rupture so that all the blood went into 
the uterus rather than into the abdominal 
cavity. The baby, weighing 7 pounds and 13 
ounces (3,544 Gm.) was in good condition. 
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TABLE 3.—Uterine Rupture, Group 1 
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A supracervical hysterectomy was done; the 
patient withstood the procedure well. The 
postoperative course was uncomplicated. 
Mother and baby were discharged in good 
condition on the seventh day. (Previous sec- 
tion scar.) 
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TABLE 4.—Spontaneous Uterine Rupture (Group 2 and 3) : 
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CASE 8.—A woman aged 21, gravida 4, 
para 3, at term, was admitted to the hos- 
pital on April 13, 1951, in shock. Her last 
pregnancy had been terminated by classic 
cesarean section because of placenta praevia. 
About an hour prior to admission she had 
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a sudden onset of severe pain in the lower 
part of the abdomen. No blood pressure read- 
ing or pulse rate could be obtained, nor could 
any fetal heart tones be heard. Transfusions 
of blood plasma were started immediately, 
followed by transfusions of whole blood. A 
laparotomy was begun forty-five minutes after 
admission. The uterus was ruptured through- 
out the length of the scar, with about 1,500 
ce. of blood in the abdominal cavity. The 
baby, weighing 7 pounds and 15 ounces (3,600 
Gm.), was delivered alive. By the end of the 
operation (a supracervical hysterectomy) the 
mother had received 3,000 cc. of whole blood 
and had a blood pressure of 120 systolic and 
78 diastolic, with a pulse rate of 136. The 
postoperative course was uneventful, and 
mother and baby were discharged from the 
hospital on the seventh postoperative day. 

CASE 9.—A woman aged 33, gravida 4, 
para 3, was admitted to the hospital on May 
30, 1951, in shock, in the thirty-sixth week 
of pregnancy. She had been suffering from 
pain in the lower part of the abdomen for 
twelve hours prior to admission, but the pain 
had become severe during the past two hours. 
During this time she was in her home under 
the care of her physician, who made a diag- 
nosis of ruptured uterus. Her last pregnancy 
had been terminated by. a classic cesarean 
section because of placenta praevia. 

On her admission to the hospital the blood 
pressure and pulse rate were unobtainable. 
Transfusions of whole blood were given im- 
mediately, and surgical intervention was be- 
gun. The uterus was ruptured throughout 
the length of the old scar and contained a 
dead fetus which weighed 5 pounds and 12 
ounces (2,609 Gm.). There was approximately 
2,000 cc. of blood in the abdominal cavity. 
A supracervical hysterectomy was done. By 
the end of the operation the patient had re- 
ceived 3,000 cc. of whole blood; the blood 
pressure was now 110 systolic and 70 diastolic 
and the pulse rate 140 per minute. The post- 
operative course was uneventful except for a 
minor infection of the urinary tract which 
responded to terramycin, and the patient was 
discharged from the hospital on the seventh 
postoperative day. (Rupture due to previous 
section). 


COMMENT 


It is interesting to note that in the 
6 cases in which rupture followed a pre- 
vious cesarean section, the previous oper- 
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ation was of the classic type. The most 
prevalent symptom was low diffuse ab- 
dominal pain. During the period covered 
by this report, the cesarean sections done 
in this hospital were 50 per cent classic; 
48.3 per cent low cervical; 0.625 per cent 
extraperitoneal, and 0.843 per cent cesa- 
rean hysterectomy. There was no maternal 
mortality in this series. There were 2 
fetal deaths. In the group of patients with 
spontaneous rupture, there was 1 maternal 
death and 1 fetal death. 

In the case attributed to obstetrical 
trauma, pitocin had been given to a multi- 
para intranasally and intramuscularly, the 
last dose of the drug having been admin- 
istered intranasally only two minutes be- 
fore the rupture occurred. Only prompt 
operation prevented the mother’s death 
in this case. 

Internal podalic version, which is re- 
putedly one of the most common causes 
of rupture, played no part in our series, 
although 33 operations of this type were 
performed in this hospital during this 
time. 


CONCLUSIONS 


1. Rupture of the uterus becomes a less 
frequent complication as obstetric prac- 
tice improves. However, it is a most seri- 
ous complication of pregnancy, and the 
mortality rate approaches 100 per cent 
for both mother and fetus unless the con- 
dition is promptly recognized and ener- 
getically treated. Improvement in hos- 
pital practice has reduced the occurrence 
of uterine rupture to about 1 in 3,000 
deliveries. 

2. Every patient who has undergone 
a previous cesarean section should be 
carefully watched during subsequent preg- 
nancies. Previous vaginal delivery does 
not exclude the possibility of rupture. 

3. The position of the fetus should be 
determined early in labor. Obstructive 
dystocia may cause spontaneous rupture 
of the uterus. Roentgen pelvimetric exam- 
ination should be done before labor begins 
in all doubtful cases. 

4. Scars of the cervix or fundus pre- 

















dispose to rupture of the uterus. The 
symptoms and signs of uterine rupture 
due to separation of a cesarean section 
scar may vary greatly. 

5. Internal version, though not a fac- 
tor in our series, is one of the most com- 
mon causes of rupture of the uterus. It is 
a dangerous procedure and should not be 
attempted unless certain indications are 
met. 

6. The uterus should be explored in 
every case in which shock or persistent 
bleeding follows a major vaginal operative 
procedure. Shock and hemorrhage are 
not contraindications to surgical inter- 
vention in such a case, provided oxygen 
and adequate blood are available and are 
being given when the operation is begun. 

7. Intrapartum administration of oxy- 
tocics by any route is a precarious pro- 
cedure. When they are given, a mask and 
a can of ether should be kept by the bed- 
side, and a physician should be constantly 
in attendance. 

8. The cardinal principles of treatment 
are immediate adequate blood transfusions 
and surgical intervention. 


RESUME ET CONCLUSIONS 





1. La rupture de l’utérus devient une 
complication moins fréquente comme la 
pratique de |’obstétrique saméliore. Toute- 
fois, c’est une complication trés sérieuse 
de la grossesse et sa mortalitéapproche 
un taux de 100% pour la mére et pour 
le foetus 4 moins que le diagnostic soit 
fait trés rapidement et traité énergique- 
ment. L’amélioration de la pratique hos- 
pitaliére a réduit le nombre de ruptures 
utérines a une sur 3,000 accouchements. 

2. Chaque patiente qui a eu une nésa- 
rienne devrait étre surveillée soigneuse- 
ment durant la grossesse suivante. Un 
premier accouchement normal chez une 
secondipare n’exclut pas la_ possibilité 
d’une rupture utérine. 

3. On devrait déterminer au début du 
travail la position du foetus; une dystocie 
obstructive peut causer une rupture spon- 
tanée. Une pelvimétrie par radiographie 
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devrait étre faite avant le début du travail 
dans tous les cas de doute. 

4. Ces cicatrices du col ou du fond 
prédisposent a la rupture. Les symptémes 
et les signes de la rupture utérine par 
séparation d’une cicatrice d’incision de 
césarienne peuvent varier grandement. 

5. La version interne, méme si elle 
n’est pas un facteur dans notre série de 
cas, est une des causes les plus communes 
de la rupture de l’utérus. C’est une man- 
oeuvre dangereuse et on ne devrait pas 
la pratiquer 4 moins de recontrer une 
indication précise. 

6. On devrait explorer l’utérus dans 
chaque cas ou il y a état de shock ou 
hémorragie persistante 4 suite d’une 
manoeuvre par voie vaginale. Le shock 
et ’hémorragie ne sont pas des contre- 
‘indications dans ces cas a la condition 
d’avoir la quantité suffisante d’oxygéne et 
de sang au moment de |’opération. 

7. L’administration d’ocytociques pen- 
dant le travail par n’importe quelle voie 
est risquée sans éther a sa disposition et 
la présence du médecin. 

8. Les grands principes du traitement 
sont la transfusion immédiate du sang et 
l’intervention chirurgicale. 


ZUSAM MENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. Mit den Fortschritten auf dem Ge- 
biete der Geburtshilfe kommt ein Riss der 
Gebaermutter als Komplikation immer 
seltener zur Beobachtung. Nichtsdesto- 
weniger handelt es sich um eine aeusserst 
ernste Komplikation der Schwanger- 
schaft, deren Sterblichkeitsquote fuer 
Mutter und Foetus nahe an 100% heran- 
kommt, wenn die Erkrankung nicht sofort 
erkannt und energisch behandelt wird. 
Die Verbesserungen in der Ausuebung der 
Geburtshilfe an Krankenhaeusern haben 
das Vorkommen der Gebaermutterzer- 
reissung auf etwa einen Fall bei 3000 
Entbindungen herabgesetzt. 

2. Jede Patientin, an der einmal ein 
Kaiserschnitt ausgefuehrt worden is’, 
muss waehrend spaeterer Schwanger- 
schaften sorgfaeltig beobachtet werdei. 
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Die Tatsache, dass eine solche Frau vorher 
einmal eine Entbindung durch die Scheide 
durchgemacht hat, schliesst die Moeglich- 
keit einer Ruptur nicht aus. 

3. Die Lage des Foetus sollte im 
fruehen Beginn der Entbindung bestimmt 
werden. Gebaerschwierigkeiten in folge 
von Obstruktion koennen zum spontanen 
Riss der Gebaermutter fuehren. In allen 
zweifelhaften Faellen sollte eine roent- 
genologische Beckenmessung vor Einset- 
zen der Wehen ausgefuehrt werden. 

4. Bestehende Narben am Halse oder 
im Fundus der Gebaermutter praedispo- 
nieren zu Gebaermutterriss. Die Sympt- 
tome und Krankheitszeichen eines infolge 
von Nachgeben einer Kaiserschnittnarbe 
auftretenden Gebaermutterrisses koennen 
recht verschieden sein. 

5. Die innere Wendung ist eine der 
haeufigsten Ursachen der Uterusruptur, 
wenn auch in unserer Krankenreihe dieser 
Faktor keine Rolle spielte. Die innere 
Wendung ist ein gefaehrliches Verfahren 
und soll nur bei ganz bestimmten Indi- 
kationen versucht werden. 

6. Die Gebaermutter sollte in allen 
Faellen, wo ein groesserer operativer 
vaginaler Eingriff von Schock oder fort- 
gesetzter Blutung gefolgt wird, exploriert 
werden. Schock und Blutung stellen keine 
Gegenanzeige zum chirurgischen Eingrei- 
fen in solchen Faellen dar, vorausgesetzt, 
dass Sauerstoff und genuegende Mengen 
Blut zur Verfuegung stehen und am 
Beginn der Operation verabfolgt werden. 

7. Die Verabfolgung von wehenanre- 
genden Mitteln waehrend des Geburts- 
vorganges ist, auf welchem Wege immer 
verabreicht, ein heikles Verfahren. Wenn 
es durchgefuehrt wird, muss eine Maske 
und eine Flasche mit Aether am Kranken- 
bett bereit gehalten werden. Ein Arzt 
muss staendig zur Verfuegung stehen. 

8. Die wesentlichen Grundsaetze der 
Behandlung bestehen in [a] unmittelbarer 
ausreichender Bluttransfussion und [b] 
chirurgischem Eingriff. 


RESUMEN Y CONCLUSIONES 


1. La ruptura uterina se vuelve una 
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complicacién menos frecuente a medida 
que la practica obstétrica mejora. Sin em- 
bargo, constituye una complicacién muy 
grave de la prefiez, aleanzando su indice 
de mortalidad el 100% tanto para la 
madre como para el feto, con excepcién 
de que el estado sea reconocido pronta- 
mente y tratado enérgicamente. La prac- 
tica hospitalaria mejor ha reducido la in- 
cidencia de ruptura uterina a una en 3,000 
partos aproximadamente. 

2. Debe vigilarse cuidadosamente 
durante los embarazos subsiguientes a 
toda paciente a quien se haya practicado 
la operacién cesdrea. El parto vaginal 
anterior en una mujer de este grupo no 
excluye la posibilidad de ruptura. 

3. La posicién del feto debe determi- 
narse prontamente en el trabajo del parto. 
La distocia obstructiva puede causar una 
ruptura uterina espontanea. Debe efec- 
tuarse la pelvimetria réntgen antes de 
comenzar el trabajo en todos los casos 
dudosos. 

4. Las cicatrices cervicales o ftiindicas 
predisponen a la ruptura uterina. Los 
sintomas y signos de ruptura uterina por 
dehiscencia de una cicatriz por seccién 
cesérea pueden variar grandemente. 

5. La versién interna, aun cuando no 
constituye un factor en la serie de que se 
trata, es una de las causas mas comunes 
de ruptura uterina. Es un procedimiento 
peligroso y no debe intentarse sin de- 
terminadas indicaciones al respecto. 

6. El utero debe explorarse cada vez 
que un procedimiento operatorio vaginal 
mayor sea seguido de choque o hemorr- 
agia persistente. Estos no son contraindi- 
caciones para la intervencién quirurgica 
en dichos casos, con tal de que se cuente 
con oxigeno y sangre adecuada y se 
administren al comenzar la operacion. 

7. La administracién intrapartum de 
ocitécicos por cualquier via es un procedi- 
miento precario. En caso de emplearlos 
deben tenerse junto al lecho una mascar- 
illa y éter. Debe contarse con la vigilancia 
constante de un médico. 

8. Los principios cardinales del trata- 
miento son: transfusiones sanguineas 








adecuadas inmediatas e_ intervencién 
quirturgica. 


CONCLUSIONI RIASSUNTIVE 


1. La rottura di utero diviene sempre 
meno frequente col miglioramento della 
pratica ostetrica. Comunque, si tratta di 
una complicanza molto grave, con una 
mortalita che si avvicina al 100% sia per 
la madre che per il feto, a meno che non 
venga riconosciuta con prontezza e curata 
energicamente. I progressi nella pratica 
ospedaliera hanno consentito di ridurre la 
frequenza della rottura uterina a un caso 
su 3000 gravidanze. 

2. Ogni donna sottoposta a taglio ces- 
areo deve essere vigilata con cura nelle 
gravidanze successive. In tali donne pre- 
cedenti parti vaginali non escludono la 
possibilita di rottura. 

8. La posizione del feto deve essere 
stabilita precocemente durante il travag- 
lio. La distocia occlusiva pud causare la 
rottura spontanea dell’utero. In ogni caso 
dubbio si deve eseguire la Roentgenpelvi- 
metria prima dell’inizio del travaglio. 

4. La presenza di cicatrici sul collo o 
sul fondo predispone alla rottura. I sin- 
tomi di rottura per cedimento di cicatrice 
cesarea sono molto vari. 

5. Il rivolgimento interno é una delle 
cause pitt frequenti di rottura di utero, 
benché non figuri nella serie personale. 
EK’ una manovra pericolosa che non 
dovrebbe essere tentata se non su _ in- 
dicazione precisa. 

6. Si dovra esplorare l’utero ogni volta 
che un intervento di chirurgia maggiore 
vaginale sia seguito da shock o da emor- 
ragia persistente. Shock ed emorragia non 
controindicano |’intervento, in tali casi, 
purché si disponga di ossigeno e di quan- 
tita sufficienti di sangue al momento di 
iniziare l’operazione. 

7. La somministrazione di farmaci os- 
sitocici durante il parto, per qualunque 
via, deve essere eseguita con prudenza, 
tenendo pronto l’apparecchio di anestesia, 
e sotto la continua sorveglianza del me- 
dico. 
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8. I punti principali della cura sono 
rappresentati dalla trasfusione, immedi- 
ata e sufficiente, e dall’intervento chirur- 
gico. 

SUMARIO E CONCLUSOES 


1. A rotura do utero se torna uma 
complicagéo menos frequente, 4 medida 
que a tecnica obstetrica se aperfeicéa. EF’ 
a mais seria complicacao da gravidez, con- 
tado, e sua taxa de mortalidade aproxima- 
se de 100 por cento para ambos mae e 
féto, 4 menos que a condicao seja pronta- 
mente reconhecida e energicamente tra- 
tada. O aperfeicdamento da protica hos- 
pitalar tem reducido a incidencia de rotura 
uterina para 1 em cérca de 3,000 partos. 

2. Cada paciente que tem sido sub- 
metida 4 operac&éo cezareana deve ser 
cuidadosamente observada durante as 
ulteriores gestacdes. Parto vaginal anter- 
ior em uma mulher deste grupo nao ex- 
clue a possibilidade de rotura. 

3. A posicao do féto deve ser ser de- 
terminada cédo durante o trabalho de 
parto. Distécia obstrutiva pode causar 
rotura expontanea do utero. A pelvimen- 
tria radiologica deve ser proticada antes 
que o trabalho de parto comece em todos 
os casos de duvida. 

4. A existencia de cicatrizes da cervice 
ou do fundo do utero predisp6em 4 rottra. 
Os sintémas e sinais da rotura uterina 
devidos a abertura de um corte cezario 
cicatricial podem variar enormemente. 

5. Versao interna, ainda que nao seja 
um fator considerado em nossa série, é 
uma das causas mais comuns da rotura 
do utero. E’ um processo perigéso e nao 
deve ser tentado, 4 menos que certas in- 
dicacées sejam encontradas. 

6. O utero deve ser explorado em 
todos os casos nos quais 0 choque ou per- 
sistente hemorragia seguem-se 4 uma in- 
tervencéo vaginal operatéria. Chdéque e 
hemorragia nao sao contraindicacdes a 
intervencao cirurgica nestes casos, con- 
siderando-se que oxigenio e sangue ade- 
quado estejam 4 mao e possam ser ad- 
ministrados quando a operacao se inicia. 

7. A admnistragéo intrapartum deox- 
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ité6cicos por qualquer via é€ um processo 
precario. Quando s&io empregados, uma 
mascara e uma lata de eter devem estar 
ao aleance do medico. Um medico deve 
estar constantemente de guarda. 

8. Os principios cardeass do trata- 
mento sao (1) transfusdo de sangue ade- 
quada imediata e (2) intervencao cirur- 
gica. 
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not be consistently anticipated, its 

occurrence demands prompt and ef- 
fective treatment, which surgeons at 
times are unprepared to render. It is a 
fundamental surgical principle that ar- 
rest of hemorrhage and restoration of 
blood circulation take priority over all 
else. There is an old axiom to the ef- 
fect that without pulse there is no 
therapy, but 


ae hemorrhagic shock can- 


intra-arterial transfusion 
refutes this rule. 

It has been authoritatively stated! that 
Halstead proposed arterial transfusion 
in 1883, but apparently nothing came of 
it; and only recently has it been adopted 
clinically. We have seen the passing of 
the Murphy drip and subcutaneous in- 
fusions of electrolytes succeeded by the 
intravenous use of blood and plasma. 
Intra-arterial transfusion is the next step 
in this progression. The advance that has 
been made in treatment of the shock as- 
sociated with hemorrhage was made pos- 
sible largely through the establishment of 
blood banks; the results have been spec- 
tacular. We have relied in large measure 
on the administration of blood and plasma 
by intravenous infusion, and in the ma- 
jority of cases it has proved adequate, 
but in the presence of exceptionally swift 
and profuse hemorrhage a more rapid 
and, especially, a more physiologic meth- 
od of replacement is necessary. 

The physiologic nature of cardiac con- 
traction and the mechanism of its initia- 
tion are beyond the scope of this paper and 
the authors’ knowledge, but it is the opin- 
ion among investigators in this field that 
whole blood injected into the arterial sys- 
tem of an exsanguinated animal will re- 
activate and maintain the cardiac cycle if 
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only a brief period has elapsed after the 
arrest of the heart’s action. Howell* 
quoted Anrep and Segal as follows: “It 
is a priori evident that the aortic blood 
pressure must constitute the main factor 
in the control of coronary circulation.” 
Glosser and Page* demonstrated to what 
extreme degree an animal may be bled 
and then resuscitated by arterial trans- 
fusion. Their conclusions have been cor- 
roborated by others. Gardner* was one of 
the first to produce, deliberately, extreme 
hypotension in a neurosurgical procedure 
by withdrawing a large amount of blood 
to control bleeding and then restoring the 
blood pressure by reinjecting the blood. 
Kohlsteadt and Page,® on the sugges- 
tion of Seeley, investigated the practical 
aspects of intra-arterial transfusion and 
concluded from well controlled experi- 
ments that blood introduced into the 
aorta and thence into the coronary ar- 
teries relieved myocardial ischemia and 
set in motion the cardiac cycle. It was 
assumed that the filling of the coronary 
arteries was the “trigger” that initiated 
ventricular contraction. When the heart is 
arrested as the result of hemorrhage, the 
aortic valves are closed. As the aorta is 
filled by transfused blood, the coronaries 
are distended with the blood, and this 
seemingly inaugurates the mechanism of 
the cycle. As the blood enters the aorta 
from the origin of the transfusion, 
whether radial or femoral, all branches 
of the aorta are rapidly filled above the 
level of ingress of the transfused blood. 
A pressure of only 50 mm. of mercury 
will distribute the blood quickly, even 
before the ventricular contraction takes 
place, and its effects are noted in the stim- 
ulation of respiration as the carotid and 
vertebral arteries receive a supply of 
blood. The respiratory movements hasten 
oxygenation of the blood and contribute 
materially to the resuscitation of the pa- 
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Fig. 1—Layout for intra-arterial transfusion. 


tient. Trencher and Elkins® reported from 
their research that pressure levels re- 
turned much more promptly when blood 
was given intra-arterially than when it 
was infused intravenously, and this has 
been the experience of most investigators, 
with the possible exception of Aldrich and 
Morton ;* but they were dealing with pa- 
tients who were not in a state of severe 
collapse. 

In considering the indications for the 
use of intra-arterial transfusion it should 
be emphasized that this type of trans- 
fusion is not a proper substitute for in- 
travenous transfusion except in those 
cases in which the blood pressure is very 
low, or cannot be recorded, or in cases 
of arrest of cardiac action due to hemor- 


rhage. In the latter cases blood intro- 
duced into the veins, even under pres- 
sure, has a long route and a slow one to 
travel in reaching the coronary arteries, 
even if it could be forced or propelled in 
some manner through the right chambers 


of the heart and lungs. The most direct 
route to the coronaries is the one of choice, 
and this is the arterial highway. 

The literature of research in this field 
leaves no doubt concerning the effective- 
ness of intra-arterial transfusion in re- 
storing or accelerating heart action, 
blood pressure, and blood volume in the 
presence of acute exsanguination. The 
mechanism may lack a satisfactory ex- 
planation, but the end results speak for 
themselves. There has been sufficient clin- 
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ical evidence, if one may judge from the 
printed page, to warrant the statement 
that the method is safe, practical and 
life-saving. Although its use is steadily 
growing, there has been no standardiza- 
tion in respect to the indications for its 
use, the amount of blood to be used, the 
rate at which it should be given, the tech- 
nic of administration or the apparatus 
employed. 

It is obvious that, in a grave emergency 
in which intra-arterial transfusions are 
used, there is little time to record details 
or formulate principles, as the urgent 
objective is to save the patient. After a 
series of such cases, on reflection, certain 
concrete facts stand out, and a somewhat 
crude routine has grown out of this ex- 
perience which we hope can be refined and 
defined as it is more generally employed. 
It may be well to restate that the out- 
standing indications for this type of 
transfusion apply to those cases in which 
hemorrhage has been so rapid and copi- 
ous that the usual venous routes are 
totally inadequate. Perhaps the _ best 
examples of such emergencies are post- 
partum hemorrhage and the so-called mas- 
sive hemorrhage associated with gastro- 
duodenal ulcer. If the circulation can be 
maintained by intra-arterial transfusions, 
surgical measures can be carried out 
which will not only control the hemor- 
rhage but permit a curative operation. 

With the pressure at zero and without 
a palpable radial pulse, we have re- 
peatedly seen the circulation restored in 
an unbelievably short time. It is accepted 
generally that resuscitation is futile if 
more than seven minutes elapse after the 
heart action is arrested, as irreparable 
damage to the cerebral cells ensues, and, 
even if life is maintained, the faculties 
remain permanently damaged. Some re- 
markable exceptions to this statement 
have been reported, but they are usually 
not well authenticated. Intra-arterial 


transfusion, therefore, has a place in re- 
suscitation or in maintenance of blood 
pressure when it registers below 50 mm. 
of mercury, but its administration must 





. 


718 





DECEMBER, 1951 


not be delayed to the point at which ir- 
reversible changes have occurred. 

For that reason it is becoming the prac- 
tive in those institutions where massive 
hemorrhages are not too infrequent to 
provide a sterile, well equipped set-up that 
can be used at a moment’s notice, and 
what is equally important, to have a com- 
petent team or person always available 
to put it to use in a matter of minutes. 
There is no time in these emergencies 
to assemble and _ sterilize instruments. 
This duty can very well be assigned to 
a member or members of the anesthetic 
or surgical house staff, but above all must 
be instantly available. Generally there is 
sufficient time for at least a brief antici- 
pation of the critical hemorrhage, par- 
ticularly if the patient has been hospi- 
talized and a working diagnosis has been 
made. We have found that a small, double- 
bladed  self-retaining retractor or two 
small blunt rake retractors, a small scalpel 
and a bistoury blade, a narrow blunt hook, 
one needle threaded with silk, hemostats, 
a pair of scissors, pick-up forceps, gauze 
sponges, and cannulas of various sizes 
should be in the pack, sterilized and al- 
ways ready for use. If someone would 
devise a small instrument that would ele- 
vate the artery and maintain it tempo- 
rarily in a stable position, the entire 
operation could be done by one person 
without assistance. 

The transfusion may be given at the 
bedside or in the operating room, depend- 
ing somewhat on the urgency of the con- 
dition and the speed with which the 
patient can be transported. On several oc- 
casions we have made it a bedside pro- 
cedure and moved the patient to the 
operating room with the transfusion func- 
tioning. The delay of an elevator may be 
disastrous if an attempt is made to trans- 
fer a patient before starting the trans- 
fusion. 

We have routinely used the radial 
artery, but we have no prejudice against 
the use of the femoral artery or the aorta 
(when the abdomen is open). We recog- 
nize one objection to use of the radial 
artery, namely, partial loss of the circu- 
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lation in the area it supplies, resulting in 
impairment of the function of the thumb 
and index finger, or even gangrene in 
these members. We have had no per- 
manent damage to any area supplied by 
the radial artery, although some cyanosis 
has been present for a few hours in sev- 
eral cases. We attribute this to arterial 
spasm, and sympathetic nerve block has 
always been promptly effective. We have 
found that use of the radial artery does 
not encroach upon the field of the oper- 
ating surgeon, should he be undertaking 
an abdominal operation, and the artery 
is easily identified and exposed. 

The incision is made with the region 
under local anesthesia, when necessary, 
directly over the artery in its long axis 
at the wrist. The pulsation of the artery 
is not always present, but, as the position 
of this vessel is fairly constant, the usual 
landmarks are reliable guides. With re- 
tractors the vessel is exposed and easily 
identified. It is elevated by a small, blunt 
hook passed beneath it; then it is incised 
about 2 mm. in its longitudinal axis and a 
No. 15 blunt-ended transfusion needle is 
inserted. A fixed position is maintained 
by passing a silk suture around the artery 
and tying the needle in place snugly but 
not tightly. When the needle is shown to 
be functionally fixed, the skin is closed 
with several interrupted silk sutures. 
Adhesive tape applied to the tubing or to 
the hub of the needle will aid in keeping 
it securely in place. 

The blood may be introduced by gravity 
alone or by pressure. Air can be forced 
into the blood donor bottle by a simple 
rubber bulb with a valve, such as is used 
in the sphygmomanometer, and a pressure 
gauge can be attached to register the pres- 
sure in the bottle. A pressure of 200 mm. 
of mercury can be secured very quickly, 
but this type of apparatus takes more 
time to set up and is a bit cumbersome. 
A recent addition to the transfusion sets 
is a plastic bulb with two floats, which 
is incorporated in the line between the 
bottle and the patient. Pressure on the 
bulb at regular and frequent intervals 
raises the pressure at will to force the 
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Fig. 2.—Anatomic relations of radial artery. 


blood into the radial artery and the aorta. 
We have had some inconvenience with the 
valves sticking and the connections blow- 
ing out. A little more experience will prob- 
ably overcome these handicaps. 

We have found that by merely elevat- 
ing the donor bottle 5 feet above the 
patient we can obtain ample pressure to 
introduce blood at an effective rate. At 
a level of 50 cm. above the needle in the 
artery, a pressure of 30 mm. of mercury 
is registered ; at 100 cm. above the needle, 
a pressure of 60 mm. is maintained; and 
at 150 cm., a pressure of 90 mm. has been 
established. These readings may vary 
slightly, depending on the viscosity of the 
blood, the size of the tubing and the 
diameter of the needle, but on the whole 
they are reliable. As the patient’s blood 
pressure rises, the rate of flow decreases 
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A, intra-arterial transfusion by gravity alone. 
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B, intra-arterial transfusion by controlled 


pressure. 


until there is a balance between the weight 
of the blood column and the systolic pres- 
sure. 

Should the condition of the patient be 
so extreme that there exists a demand 
for a small quantity of blood to be injected 
into the arterial tree with the utmost 
speed, a three-way valve is inserted just 
proximal to the needle. It is then pos- 
sible, with a 10 cc. or 20 cc. syringe, to 
pull blood out of the donor tube and in- 
ject it rapidly and with sufficient pressure 
to throw it into the aorta and coronaries 
in a fraction of a minute. 

The quantity of blood that may be in- 
troduced by the way of the artery is 
indeterminate and must be adjusted for 
each patient, but hardly less than 500 cc. 
should be considered. Even after introduc- 
tion of 100 cc. of blood the pulse and blood 
pressure will show a response, but the 
transfusion should be not discontinued at 
this point. It is a good rule to continue 
intra-arterial transfusion until the hemor- 
rhage is arrested, when the intravenous 
route will suffice and simplify the man- 


720 


agement from this time forward. We have 
used from 1,000 to 7,500 cc. of blood by 
the intra-arterial route during an opera- 
tion and know of no fixed limit. 

When the transfusion is concluded, the 
needle is withdrawn but the artery is not 
tied. The bleeding from the vessel will be 
slight and easily controlled by a pressure 
bandage or a bit of gelfoam placed di- 
rectly upon it. The skin has already been 
closed with clips or silk. In several (but 
not all), of our cases pulsation returned 
in the artery. In 1 patient a second ar- 
terial transfusion was performed for sec- 
ondary hemorrhage at the same site after 
an eighteen-hour interval, with good 
vessel patency. Papper® had 2 cases in 
which rapid intravenous fluids in large 
volume led to elevated venous pressure, 
pulmonary congestion and failing circu- 
lation. Phlebotomy and small arterial 
transfusions remedied the _ situation 
quickly. 

The venous pressure must not be dis- 
regarded. Lichtman? has recorded sever:il 
cases of heart failure due to coronary 
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occlusion, in which, later, he sustained 
pressure balance at about 100 mm. of 
mercury by gravity arterial transfusions. 


Our experience warrants the state- 
ment that intra-arterial transfusions have 
a definite place in the treatment of acute 
massive or critical hemorrhage, irrespec- 
tive of the cause, although in our cases 
the bleeding was predominantly uterine 
or gastroduodenal. When hypotension has 
reached such a low degree that it can be 
recorded only with difficulty, or the pulse 
is too feeble to be palpated, or the heart 
sounds are practically inaudible, one is 
dealing with a condition that needs intra- 
arterial transfusions; for it is then almost 
useless to attempt to stimulate the heart 
by intravenous transfusions. 


The time lost in conveying blood from 
the venous system to the coronary arter- 
ies, even if this is possible, nullifies the 
resuscitating effect. We wish to repeat 
that time is an important element. The 
promptness with which the transfusion 
can be set in motion plays a major part 
in the success of this procedure, which 


will fail unless the equipment is kept in 


WHITE AND STUBBS: INTRA-ARTERIAL TRANSFUSION 


readiness and competent personnel can 
take over at a moment’s notice. 

We are satisfied that a simple technic 
that depends on gravity alone for infus- 
ing the blood will meet most clinical re- 
quirements and conserve much valuable 
time. It may be necessary to sacrifice 
some scientific observations in carrying 
on this rather simple procedure, but it is 
justified in the end. We do not desire to 
report cases in detail or abstract, as they 
follow a common pattern, but it can be 
said with complete candor that some of 
the results are little short of amazing. 
It has not been unusual to begin with 
a pulseless patient and restore the circu- 
lation to a quality that permits a gastric 
resection, returning the patient to his 
room with a pulse and pressure that 
would be considered satisfactory after a 
similar operation undisturbed by com- 
plications. 

SUMMARY 


The following indications for intra- 


arterial transfusions seem justified by our 
experience, limited though it is: 


Fig. 4.—A, intra-arterial transfusion aided by plastic bulb. B, intra-arterial transfusion supple- 
mented by syringe and three-way valve. 
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1. Severe hypotension of hemorrhage 
(for resuscitation) 

2. Failure or ineffectiveness of intra- 
venous therapy 

3. Failure of the right side of the heart, 
as in pulmonary congestion or coro- 
nary occlusion 

4. Certain types of arterial or cardiac 
surgical intervention, such as opera- 
tions for coarctation of the aorta 
or mitral stenosis. 

5. Conditions in which intravenous in- 
fusion is impossible (in these cir- 
cumstances one should use_ the 
artery and not cut down on the vein). 

Additional experience reported by 
others, as well as by ourselves, may 
modify or radically change the pro- 
posed indications as well as technic 
of the procedure. 

Authors’ Note: To Drs. John An- 
drina, Lewis M. Burdette, Paul Elsberg, 
Ejnar Johansen, Charles S. White, Jr., 
and Edward C. Wilson, Jr., we wish to 
acknowledge valuable assistance rendered 
in the preparation of the paper and in 
the application of the transfusions. 


ZUSAM MENFASSUNG 


Nach unseren Erfahrungen gibt es fuer 
die intraarterielle Transfusion gerecht- 
fertigte, wenn auch begrenzte Indikation- 
en. Die im folgenden aufgefuehrten An- 
zeigestellungen sowohl wie die Technik 
des Verfahrens werden mit dem Wachsen 
unserer eigenen und der Erfahrung an- 
derer modifiziert und vielleicht sogar 
wesentlich geaendert werden muessen. 

1. Schwere Blutdrucksenkung in Folge 
von Blutverlust (zur Wiederbelebung). 

2. Versagen oder ungenuegende Wirk- 
samkeit intravenoeser Behandlung. 

3. Versagen des rechten Herzens wie 
bei Lungenstauung oder Kranzaderver- 
schluss. 

4. Gewisse Formen der Herz—oder 
Schlagaderchirurgie wie zum _ Beispiel 
Operationen an Faellen von Verengung 
der Aorta oder Mitralstenose. 

Eine Beschreibung der Technik liegt 


vor. 
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RESUME 


Méme si elle est limitée, notre expéri- 
ence de la transfusion intra-artérielle 
nous permet de donner les indications 
suivantes—L’expérience des autres de 
méme que celle que nous allons acquérir 
peut modifier ou méme changer compléte- 
ment les indications et notre technique. 

1. Une hypotension grave aprés hém- 
orragie (pour les ressucitations) 

2. Le manque d’efficacité de la voie 
intra-veineuse 

3. Le collapsus du coeur droit—comme 
la congestion pulmonaire et la thrombose 
coronaire 

4. Durant certaines interventions sur 
le coeur telle que pour la coarctation de 
l’aorte ou la sténose mitrale. 

Une description de la technique est 
présentée. 

RESUMEN 


Se enumeran a continuacién las in- 
dicaciones para transfusiones intrarter- 
iales que parecen justificadas por la exper- 
iencia de los autores, aun cuando esta es 
limitada. La experiencia adicional propia 
0 ajena puede modificar o cambiar rad- 
icalmente las indicaciones que se proponen 
y la técnica del procedimiento. 

1. Hipotensién grave por hemorragia 
(para resucitaci6n). 

2. Fracaso o inefectividad de la tera- 
péutica intravenosa. 

3. Falla del coraz6n derecho, conges- 
tién pulmonar u oclusi6n coronaria. 

4. Ciertos tipos de intervencién quirur- 
gica arterial o cardiaca, como las opera- 
ciones para coartacién de la aorta o es- 
tenosis mitral. 

Se presenta una descripcién de la 
técnica. 

RIASSUNTO 


La nostra esperienza, per quanto limi- 
tata, sembra giustificare le indicazioni 
della trasfusione intra-arteriosa che qui 
di seguito elencheremo; ma non possiamo 
escludere che un’ulteriore esperienza, 
altrui o nostra, possa modificarle 0 cam- 
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biarle radicalmente assieme alle tecniche 
per la sua esecuzione: 

1. Stati ipotensivi gravi secondarii ad 
emorragia (a scopo di resuscitazione). 

2. Insuccessi della terapia endovenosa. 

3. Stati di insufficienza del cuore 
destro, in casi di congestione polmonare 
o di occlusione coronarica. 

4. Certi interventi sul cuore o sui 
grossi vasi, come ad esempio operazioni 
per stenosi istmiche dell’aorta o per 
stenosi della mitrale. 

Viene fornita una descrizione della 
tecnica. 


SUMARIO 


indicagdes para trans- 
fusdes intra-arteriais parecem  justifi- 
cadas por nossa experiencia, embora 
limitada como é. Experiencia adicional 
nas maos de outros, bem como em nossas 
proprias, pode modificar ou  alterar 
radicalmente as indicagées propostas, bem 
como a tecnica do processo. 

1. Hipotenséo grave de hemorragia 
(para resuscitacao). 

2. Fracasso da terapeutica intravenosa. 


As seguintes 
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3. Insuficiencia do coracao direito, 
como na congestéo pulmonar ou na 
oclusao coronaria. 

4. Certos tipos de intervencao cardiaca 
ou arterial, tais como as operacdes para 
coarctacao da aorta ou estenose vitral. 

A descricéo da tecnica é apresentada. 
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Cystic Torsion of Ovarian Pedicle in 


Infants and Children 


C. A. PROANB C.,* M.LD., F.I.CS. 
LIMA, PERU 


lem in the abdominal surgical treat- 

ment of infants and children. Al- 
though not frequently encountered, this 
condition has a certain importance, not 
only because of the diagnostic indecisions 
associated therewith but because of its 
operative urgency. 

Of the various types of tumor occur- 
ring in children, the majority of which 
are malignant, tumors of the ovary, ac- 
cording to Holt, constitute 1 per cent. If 
my own experience this figure is possibly 
even lower. 

The rarity of ovarian tumors in chil- 
dren is paralleled by the rarity of their 
mention in medical and surgical litera- 
ture. The report of Witzberger and 
Agerty in 1937, although well known 
among pediatric surgeons, has not lost its 
importance. These authors made a total 
review of the world literature, collecting 
186 cases and afterward adding a few 
more. Kunstadter in 1950 reported the 
most recent case, in which the diagnosis 
was made four days after the child’s birth 
and operation was performed on the 
thirtieth day of life. Schaeffer and 
Veprovsky in 1949 reported a statistical 
study of 10,413 gynecologic patients over 
a period of twelve years. Of 234 patients 
with ovarian tumors only 6 were girls, 
and only 1 of the 6 was under 13 years 
of age. 

Of the total group of 4,514 surgical 
patients treated at this hospital from 
1941 to the time of writing, only 4 had 
ovarian tumors. The diagnoses were made 
when the patients were referred to our 
service with acute or subacute abdominal 
symptoms requiring surgical interven- 
tion. The custom of this hospital is to per- 
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form necropsy in perhaps 75 per cent of 
cases when death has occurred, but not 
once in this long period have we en- 
countered ovarian tumor at necropsy. 

Classification—Some working classifi- 
cation may perhaps be made of ovarian 
tumors, although, according to Curtis, it 
is impossible to make a histogenic classi- 
fication of the ovarian tumors unless one 
resorts to theoretic bases, as has been 
done very skillfully by Schiller. A satis- 
factory clinical or pathologic classification 
is also difficult, as the multiplicity of ele- 
ments forming the structure of the ovary 
give rise to so many varying opinions that 
it seems impossible to clarify the subject 
on a histologic or an embryologic basis. 
Despite these opinions, however, some one 
classification must be adopted for the pur- 
pose of instruction, and of those which 
have been offered I am disposed to favor 
Novack’s, which is as follows: 

Benign Tumors (cysts) 


Neoplastic or 


Non-neoplastic tumors Proliferative tumors 


Follicular cysts Pseudomucinous 
Cysts of corpus luteum cystadenoma 
Inclusion cysts Fibroadenoma 
Endomentrial cysts Cystoadenoifibroma 


Dermoid cysts 


As has been mentioned, the literature 
on ovarian tumors in children is not 
abundant, but the majority of the authors 
who have studied the subject affirm that 
the malignant types are predominant. In 
almost all cases the onset is asymptomatic 
and the growth disproportionate, as is 
sometimes observed with teratomas. Dur- 
ing the period mentioned we encountered 
benign neoplasms in only 4 cases. The 
lesions were serous cysts of which the 
parents, and consequently the doctors at- 


tending the girls, were unaware. One 0! 
the lesions belonged to the type called by 
some authors “single cysts”, but all were 
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serous. In 2 of these cases, studies were 
made by the pathologist. In 1 of the pa- 
tients, a girl 6 months old, the entire 
ovary was transformed into a _ cystic 
cavity with serous content and reaching 
the size of a small orange. In the other 
patient the cyst resembled those observed 
in older persons and had the dimensions 
of the head of a newborn child. Only 1 was 
multilocular. Also, in only 1 case was it 
possible to eradicate the tumor with 
preservation of any part of the gland. In 
this case the cystic degeneration was par- 
tial. 

The lesions have been unilateral, those 
on the right side predominating, as is 
usual. One patient was not operated on, 
the parents’ permission having been re- 
fused. 

To the time of writing we have encoun- 
tered only 4 benign ovarian tumors. 

Our surgical service receives only pa- 
tients up to 12 years of age, and, accord- 
ingly, we must bear this limit in mind 
with regard to all phases of the surgical 
treatment of children. It has been said 
that ovarian neoplasms occur most fre- 
quently at the extremes of age and dur- 
ing the periods when sexual activity is 
most intense. Nevertheless, as Ladd has 
stated, these neoplasms may occur at any 
time, though the majority of authors are 
in full agreement that their appearance in 
children less than 1 year old is rare; but 
their presence in infants and the newborn 
is certainly not impossible. Neikirk and 
Hudson in 1948 reported favorable results 
after extirpation of a cyst in a girl 4 days 
old who was brought to the hospital with 
pseudointestinal obstruction. Our little pa- 
tients were respectively 6 months, 314 
years, 9 years and 11 years of age; all 
are alive. The child most recently operated 
upon is shown in the accompanying illus- 
tration. As a rule, ovarian neoplasms pur- 
sue a torpid evolution, especially those 
which are benign, as are the majority 
of the serous cysts; all are discovered in- 
cidentally during examination for another 
condition. At the time of admission to the 
hospital the picture is that of an abdomi- 
nal disease; this was true of 3 of our 
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patients. As Reviralta has stated, the 
diagnosis is commonly made because of a 
torsion of the pedicle or rupture of the 
cyst. The last-mentioned accident is more 
dangerous but fortunately less frequent. 
However, the subacute evolution of the 
tumor in 1 case permitted us to make 
some investigations, such as the taking 
of roentgenograms, which may be justi- 
fiably omitted in a case of acute involve- 
ment. 

Of the 3 patients we have operated on, 
2 presented torsion of the pedicle and 1, 
who had a prolonged history of more or 
less diffuse abdominal pains, presented 
incomplete torsion of the pedicle, an ob- 
servation in accordance with the subacute 
character of the symptoms as recorded in 
her clinical history. 

The diagnosis of torsion of an ovarian 
pedicle in a girl is not always easy, espe- 
cially when the patient is an infant. In the 
elder patient this torsion simulates the 
pathologic picture of appendicitis, being 
more or less acute and sometimes having 
an atypical location. Therefore, when a 
girl complains of acute abdominal pain 
one naturally thinks of appendicitis. This 
doubtless explains much of the confusion 
in diagnosis. 

When the cyst is small it is often over- 
looked until its presence is revealed by 
medical examination for some other con- 
dition or by the appearance of acute 
symptoms or complications, which nearly 
always indicates torsion of the pedicle. 
Severe and increasing abdominal pain is 
characteristic, with constantly diminish- 
ing periods of remission. In addition to 
this pain, 2 of our patients had pear- 
shaped hypogastric tumors that were in- 
tensely painful to palpation and evidently 
tended to increase in bulk toward their 
longer axes; this increase was remarkably 
progressive, suggesting the advance of a 
pregnant uterus toward the navel. Vomit- 
ing was invariably present, as it is a com- 
mon ailment of childhood and becomes 
inevitable when the passage of excrements 
through the anus ‘~ interrupted. 

Finally, confusion between torsion of 
the pedicle and intestinal obstruction is 
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Patient in Case 4. 


not rare, especially in the case of an in- 
fant, since one is inclined to think first 
of the obstructive picture more frequently 
seen at this age, that is, intussusception. 
Our little patient 6 months old presented 
such extreme abdominal distention that 
from our first sight of her we were in- 
clined to make a diagnosis of intestinal 
obstruction of some duration. Our diag- 
nostic assumption was supported by the 
fact that a small tumor was present, more 
or less resistant, and so deeply situated 
that we thought it the classic ‘“budin.” 
Since the process had already existed for 
some time, we still mistook the condition 
for “loose intussusception”. At the time 
of onset there was some excrement, and 
rectal palpation failed to reveal any posi- 
tive results with the passage of time. 

We have not encountered any postoper- 
ative complications even with this infant, 
who for some days before entering the 
hospital had been suffering with serous 
bronchopneumonia. 


REPORT OF CASES 


CASE 1.—Rosa E., a mestiza 9 years old, 
was admitted to the hospital on Oct. 16, 1941. 
The provisional diagnosis was abdominal 
tumor. 

The family history was noncontributory. 
The child herself had a history of constipa- 
tion. 

One week prior to admission there had 
occurred bouts of abdominal pain, diffuse 


but sometimes predominant in the left side ~ 


and occasionally radiating to the lumbar 
fossa. These attacks were followed by bilious 
vomiting and occurred at intervals all day. 
The symptoms subsided and the child re- 
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mained well until four days before her en- 
trance to our service, complaining only of 
her usual constipation. The painful bouts then 
recurred, accompanied with vomiting, and this 
time we detected the presence of a hypogastric 
tumor, pear-shaped and painful to palpation. 
The pain became progressively more severe, 
and the tumor increased noticeably in bulk 
in the direction of its long axis. 

Physical Examination.—In the hypogas- 
trium and part of the left inguinal fossa a 
tumor the size of an orange, but not as hard, 
was palpated, and it was evident that it was 
increasing progressively in bulk and becom- 
ing more pear-shaped. It was possible to in- 
sert the examining hand between the tumor 
and the superior border of the symphisis 
pubis. The tumor was movable, but its dis- 
placement incited pain. 

Roentgen Examination.—Both lateral and 
anteroposterior films revealed a lack of fill- 
ing at the point of union of the left side of 
the colon and the sigmoid flexure, owing to 
compression by the tumor. 

Operation——On November 5, after a left 
infraumbilical and paramedian laparotomy, a 
multilocular ovarian cyst the size of a fetal 
head was observed in the left ovary. The 
tumor was eradicated without difficulty. It 
resembled a serous cyst, with torsion of the 
pedicle to the extent of 180 degrees. 

CASE 2.—Nelly R., a white girl aged 3% 
years, was admitted to the hospital on July 
14, 1946. The provisional diagnosis was cyst 
with torsion of the pedicle. The definitive 
diagnosis was the same. 

The family and personal data were unim- 
portant. 

The patient was brought to the surgical 
service at 8 p.m., after five hours during 
which she had suffered with severe abdominal 
pain localized principally in the hypogastric 
region and the right iliac fossa. In the morn- 
ing of the day of onset and during the first 
hours of the afternoon she had remained quite 
well and able to play. From its initial onset 
the pain was extremely severe, and it was 
only three hours before her admission to the 
hospital that her family physician noticed 
a tumor. This was localized in the hypogastric 
region and exceedingly painful to palpation. 

Physical Examination.—On simple inspec- 
tion we noticed a prominent deformity of the 
hypogastric zone, suggesting the presence of 
a deeply localized tumor. The elevation was 
pear-shaped, being wider at its upper ex- 
tremity and reaching the navel. Palpation 
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was exceedingly painful; the tumor could not 
be displaced without increasing the pain. 


Operation—On July 14 laparotomy was 
performed, revealing a cystic, violet-colored 
tumor, movable and localized in the right 
ovary, half of which was normal in micro- 
scopic appearance. The tumor was eradicated 
with preservation of the ovarian segment that 
was outwardly sound. There was torsion of 
the pedicle to the extent of three turnings. 
The pathologist stated that the tumor corre- 
sponded to a serous cyst of the ovary. 

CASE 3.—Ana E., a mestiza aged 11, was 
admitted to the hospital on Nov. 17, 1948. 
The provisional diagnosis was ovarian cyst. 
The definitive diagnosis was the same. 

The family history was irrelevant. The pa- 
tient had not yet menstruated, but had al- 
ready had sexual intercourse. 

Seven days prior to admission the patient’s 
mother had observed the presence of a tu- 
mor in the girl’s abdomen. The patient her- 
self stated that she had noticed abdominal 
pains for four weeks. There had been no 
nausea, vomiting or fever, but she had ob- 
served a loss of appetite and weight. She had 
a tendency to constipation. 

Physical Examination.—On simple inspec- 
tion we noticed a round tumor in the hypo- 
gastric region, reaching the navel and giv- 
ing the exact impression of a pregnant uterus 
after five months’ gestation. Palpation con- 
firmed the usual observations. There was a 
rounded, smooth, soft tumor, painless and 
scarcely movable. Vaginal examination was 
easily performed and disclosed a small uterine 
cervix, delimitable from the rest of the 
uterus; also it was possible to put in evidence 
a renitent tumor mass adherent to the right 
border of the uterus. 

This patient was not operated on, her 
family refusing consent. 

CASE 4.—Zoila I., a girl 6 months old, was 
admitted to the hospital on Dec. 5, 1950. The 
provisional diagnosis was _ intussusception. 
The definitive diagnosis was torsion of an 
ovarian cyst pedicle and umbilical hernia. 

The family history was noncontributory. 
The patient had had toxicosis, chronic bron- 
chitis and bronchopneumonia. 

Six days before admission and six days 
after a severe attack of bronchopneumonia, 
the child had five to seven bouts of general- 
ized convulsions. Furthermore, she was ex- 
cited, crying constantly, day and night; the 
periods of calm grew successively shorter, 
and since the beginning of the process the 
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abdomen had been distended, especially the 
upper portion. At first the anus was patent 
for gas and small amounts of feces. Relatives 
stated also that from the beginning there 
had been noticeable peristalsis over the upper 
part of the abdomen. The abdominal disten- 
tion accentuated the congenital umbilical 
hernia. 

Physical Examination.—This was difficult, 
the painful crises being severe and almost 
without intermission; nevertheless it was pos- 
sible to detect a certain elastic resistance near 
the navel, suggestive of a deep-lying bland 
tumor. Rectal examination gave negative re- 
sults. 

Operation—On December 5 a right in- 
fraumbilical laparotomy was performed. When 
the peritoneum was opened we observed a 
cystic blue-violet tumor the size of a small 
orange, corresponding to a cyst of the right 
ovary with total cystic degeneration of the 
gland; the pedicle had made a complete turn, 
but once the tumor was untwisted the color 
returned to normal. Total eradication of the 
cyst was performed, involving the other ex- 
treme of the tube. 

The pathologist, Dr. Voissest, described the 
specimen as_ nacreous-white, superficially 
wrinkled by numerous vessels and exuding 
clear serous liquid when cut. The inner sur- 
face was smooth and showed the same char- 
acteristics as the outer surface; at the level 
of the pedicle there was an enlargement 
formed by vessels. Microscopically it was pos- 
sible to see that the cyst wall was formed 
by fibrous connective tissue wrinkled by the 
vessels of the thickened mass; the inner sur- 
face was covered by epithelium. The patho- 
logic diagnosis was serous cyst of the ovary. 


SUMMARY 


The author presents 4 cases of torsion 
of the ovarian pedicle treated during the 
period of ten years that ended in 1950 and 
encountered among 4,514 general surgical 
cases. He points out the rarity of this 
condition in children; that is to say, its 
rarity in the confused clinical picture of 
acute abdominal disease. In his surgical 
service only children up to 12 years of 
age are received. Among the few patients 
with ovarian cysts, the majority of whom 
presented the syndrome of acute abdomi- 
nal disease, there was a girl 6 months 
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old. This article is primarily a surgical 
nosographic study. 


CONCLUSIONS 


1. Ovarian cysts and neoplasms gen- 
erally are exceptional in girls, especially 
during infancy. 

2. In the author’s statistics, covering 
ten years during which he has had 4,514 
surgical patients, he has encountered only 
4 eases of ovarian tumor, in all of which 
the tumors were cystic. 

3. Because of the rarity of this con- 
dition, the diagnosis is sometimes difficult, 
especially in the case of an infant. 

4. Asarule the diagnosis is accidental; 
it is generally made owing to an acute 
accident, e.g., torsion of the pedicle. 

5. In the infant as in the elder girl, 
torsion of the pedicle often simulates in- 
testinal obstruction. In the infant it may 
suggest intussusception. 

6. In children, especially when the 
tumor’s course is subacute, the author has 
even suspected appendicitis. 

7. Surgical intervention is mandatory, 
not only for patients with acute compli- 
cations but for those few in whom the 
neoplasm has a progressive tendency to 
increase in bulk and there is possibility 
of malignant change. 

8. Despite its rarity, the ovarian tu- 
mor is generally malignant. 

9. Early age does not contraindicate 
surgical intervention, as there have been 
cases in which the operation was per- 
formed with success four days after birth. 


RESUME ET CONCLUSIONS 


1. Les kystes et les néoplasmes de 
lovaire sont trés rares chez les petites- 
filles, surtout les bébés. 

2. Les statistiques de l’auteur couvrant 
une période de dix années et comprenant 
4,514 patientes opérées montrent qu’il y 
a eu seulement 4 cas de tumeur ovarienne 
qui étaient des kystes. 

3. A cause de sa rareté, le diagnostic 
est difficile surtout pour les cas des tout 
jeunes enfants. 
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4. De régle, le diagnostic est accidentel 
—lors d’un accident v.g. la torsion du 
pédicule. 

5. Chez le bébé comme chez la petite 
fille, la torsion du pédicule simule souvent 
Vobstruction intestinale, chez le bébé on 
pense a |’invagination. 

6. Pendant l’enfance, avec d es symp- 
témes flous, on peut penser a de |’appen- 
dicite. 

7. Le traitement chirurgical s’impose 
non seulement chez les complications 
aigues, mais aussi chez ceux ot la tumeur 
augmente de volume et peut se trans- 
former en malignité. 

8. Méme si elle est rare, la tumeur de 
l’ovaire est habituellement maligne. 

9. Le trés bas Age ne contreindique 
pas nécessairement l’intervention chirur- 
gicale, puisqu’on rapporte des cas d’en- 
fants de quatre jours. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


1. Zysten und Neubildungen der Eier- 
stoecke kommen bei Maedchen und be- 
sonders im Saeuglingsalter im allgemei- 
nen nur ausnahmsweise vor. 

2. Der Verfasser hat an seinem Krank- 
engut, das 4514 chirurgische Faelle um- 
fasst, innerhalb von 10 Jahren nur 4 
Patientinnen mit Eierstocksgeschwuel- 
sten, die alle zystisch waren, beobachtet. 

3. Wegen der Seltenheit der Erkrank- 
ung ist die Diagnose, besonders wenn es 
sich um einen Saeugling handelt, manch- 
mal schwierig. 

4. Gewoehnlich handelt es sich um eine 
Zufallsdiagnose, die gelegentlich eines 
akuten Zwischenfalls, zum Beispiel einer 
Stieldrehung, zustande kommt. 

5. Das Krankheitsbild der Stieldre- 
hung aehnelt beim Saeugling sowohl als 
auch beim aelteren Maedchen haeufig dem 
des Darmverschlusses. Beim Saeugling 
kann es an den Zustand der Teleskopie- 
rung des Darmes erinnern. 

6. Bei Patientinnen im Kindesalter hat 
der Verfasser, besonders wenn die An- 
faelle leicht waren, sogar Verdacht aut 
Blinddarmentzuendung gehabt. 

7. Chirurgisches Eingreifen ist uner- 
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laesslich nicht nur bei Kranken mit 
akuten Komplikationen sondern auch bei 
den wenigen, die eine Neigung zu for- 
tschreitendem Wachstum der Geschwulst- 
masse aufweisen, und wo die Moeglichkeit 
boesartiger Veraenderungen besteht. 

8. Die Eierstocksgeschwulst kommt 


zwar selten vor, ist aber im allgemeinen 
boesartiger Natur. 

9. Das fruehe Lebensalter stellt keine 
Gegenindikation fuer den chirurgischen 
Eingriff dar. Es gibt Faelle, in denen die 
Operation 4 Tage nach der Geburt erfol- 
greich durchgefuehrt wurde. 


SUMARIO E CONCLUSOES 


1. Cistos ovaricos e neoplasmas sao 
excepcionais em meninas, especialmente 
durante a infancia. 

2. Na estatistica do autor, referente a 
10 anos, durante os quais ele teve 4,514 
pacientes cirurgicos, ele encontrou 
somente 4 casos de tumores ovaricos, sendo 
que em todos eles os tumores eram 
cisticos. 

3. Devido a raridade da condi¢gaéo o 
diagnostico é muitas vezes dificil, especial- 
mente no caso de criang¢a. 

4. O diagnostico é, via de regra, aci- 
dental; é feito em face de acidente agudo, 
como por exemplo, tors4o do pediculo. 

5. Na crianga, como na menina mais 
idésa, a torsao do pediculo muitas vezes 
simula obstrucao intestinal. Na crianca 
pode sugerir intussuscep¢ao. 

6. Durante a infancia, especialmente 
quando os acidentes sao subtis, o autor 
tem, as vezes, suspeitado apendicite. 

7. A intervencéo cirurgica é obriga- 
toria, néo somente para pacientes com 
complicagdes agudas mas para aqueles 
poucos nos quais a neoplasma tem uma 
progressiva tendencia a aumentar em 
volume e onde existe a possibilidade de 
transformacaéo maligna. 

8. A despeito de sua raridade o tumor 
ovarico é geralmente maligno. 

9. Idade precéce nao contraindica in- 
tervencao cirurgica, pois tem havido casos 
nos quais a operacéo foi executada com 
sucesso quatro dias depois do nascimento. 


729 
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RESUMEN Y CONCLUSIONES 


1. Quistes y neoplasmas ovaricos son 
generalmente excepcionales en muchachas, 
especialmente durante la infancia. 

2. En la estadistica del autor, que 
abarca 10 anos con 4,514 pacientes quirtur- 
gicos, se encuentran sdlo 4 casos de 
tumores ovaricos, todos quisticos. 

3. Debido a la mencionada rareza, el 
diagnéstico es a veces dificil, especial- 
mente en tratandose de una infante. 

4. Regularmente el diagndéstico es ac- 
cidental, teniendo lugar por un accidente 
agudo, v. g. torsién del pediculo. 

5. La torsion del pediculo' simula 
frecuentemente obstruccién intestinal, 
tanto en la infante como en la muchacha 
de mayor edad, pudiendo en la primera 
sugerir intususcepcion. 

6. El autor ha sospechado asimismo 
apendicitis durante la nifez, especial- 
mente cuando los accidentes son ligeros. 

7. La intervencién quirtrgica es im- 
perativa no sélo en casos con complicacio- 
nes agudas, sino en aquellos pocos en los 
que el neoplasma tiene una progresiva 
tendencia al aumento de volumen y existe 
la posibilidad de un cambio maligno. 

8. El tumor ovarico es generalmente 
maligno, a pesar de su rareza. 

9. La edad temprana no contraindica 
la intervenciOn quirtrgica, pues han 
habido casos en los que la operacién se 
efectu6 con éxito 4 dias después del 
nacimiento. 
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CONCLUSIONI RIASSUNTIVE 


1. Le cisti e le neoplasie dell’ovaio 
costituiscono un reperto eccezionale nelle 
giovani eta, specie nell’infanzia. 

2. In 10 annie su 4.514 pazienti chirur- 
gici, 1’A. ha osservato soltanto 4 casi di 
tumori dell’ovaio, ognuno dei quali era 
cistico. 

3. Data la rarita di tale malattia, la 
diagnosi ne é talvolta difficile, specie se si 
tratti di bambine. 

4. Di solito la diagnosi é casuale, 
sopratutto in occasione di una complica- 
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zione—com’é, per esempio, la torsione del 
peduncolo. 

5. Nelle bambine e nelle giovanette la 
torsione del peduncolo spesso simula un’- 
occlusione intestinale—tanto che, nelle 
bambine, pud venir fatto di pensare all’- 
invaginazione. 

6. Durante l’infanzia, specialmente in 
casi a insorgenza acuta, 1’A. pensod a 
sindromi appendicolari. 

7. L’intervento é non solo indicato 
nelle pazienti con complicazioni acute, ma 
anche in quelle poche in cui il tumore 
aumenta progressivamente di volume e 
v’é la possibilita di metaplasia maligna. 

8. Malgrado la sua rarita il tumore 
ovarico in genere é maligno. 

9. La tenera eta non deve controindi- 
care l’intervento perché si conoscono casi 
in cui esso fu eseguito con successo a 
quattro giorni dalla nascita. 
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must therefore request that all articles henceforward be submitted in the English 
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Retroperitoneal Cysts and Iumots 


MARTIN NORDLAND, M.D., ann MARTIN A. NORDLAND, M.D. 
MINNEAPOLIS 


tumor” is restricted by some path- 

ologists to a tumor that is primary 
in the retroperitoneal space or in retro- 
peritoneal tissue. Although the occurrence 
of solid or cystic tumors in the retro- 
peritoneal spaces may be more common 
than has been supposed, they are looked 
upon as unique in the experience of the 
average surgeon. This is accounted for 
by (1) the unusual clinical picture in 
many cases, (2) the confusion that exists 
in their pathologic identification and 
(3) the difficulty encountered in their 
surgical removal. Discussion of this sub- 
ject must include tumors of the pancreas, 
kidney, adrenal gland, lymph nodes and 
mesentery. 

The literature concerning retroperi- 
toneal tumors is mainly concerned with 
descriptions of the various types encoun- 
tered, without a satisfactory explanation 
of their origin. Rankin and Major stated 
that a certain number of these growths 
depend for their origin on congenital de- 
fects in the development of the mesen- 
tery. In their opinion it is conceivable, 
from an embryologic standpoint, that 
remnants of the wolffian or miillerian 
ducts or segregated remnants of the 
genital gland can become lodged within 
the mesentery and that portions of these 
embryonic structures may migrate into 
the retroperitoneal tissues to invade the 
mesentery of the bowel, thus acting as 
nuclei of mesenteric tumors in postnatal 
life. Trauma as an etiologic factor is con- 
spicuously lacking in their review of 22 
cases of primary mesenteric tumor, al- 
though 2 of the tumors reported by them 
were of the cystic sanguineous type. In 
1 of our cases of mesenteric cyst, trauma 
of some sort no doubt was the cause of 
hemorrhage into the mesentery of the 
ileum, resulting in the formation of a 
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hematoma and a secondary cyst. 

A great variety of tissues is found in 
tumors of the retroperitoneal space. Con- 
sequently, pathologists find it difficult to 
agree as to the true nature of such diverse 
structures. In Hart’s opinion this is not 
surprising when one considers the struc- 
ture of the mesentery. He has pointed 
out that primarily it is a sheet of mesen- 
chyme covered on both sides with meso- 
thelium or endothelium, and from the 
mesenchyme are derived all of the fibrous 
connective tissues of the body. Running 
throughout this complex structure are 
nerve fibers, blood and lymph vessels and 
lymph nodes, any one of which may be- 
come the site of neoplastic formation. 

The lack of knowledge concerning the 
pathogenesis of various tumors of the 
retroperitoneal spaces accounts for the 
variations in classification. Peterson has 
classified the cysts as follows: 

1. Cysts of intestinal origin, develop- 
ing (a) by sequestration from the 
bowel during its development, or 
(b) from Meckel’s diverticula aris- 
ing on the concave side in an intra- 
mesenteric position. 

Dermoid cysts 

. Cysts arising retroperitoneally from 
the wolffian body or the miillerian 
duct. 

The consensus is that the ratio of occur- 
rence of cysts to that of solid tumors is 
about 2:1. 

In the consideration of a solid tumor, 
one is chiefly concerned as to whether 
the tumor is benign or malignant. It has 
been observed that the majority of solid 
tumors of the retroperitoneal spaces are 
benign or of a low grade of malignancy 
and that metastases, with few exceptions, 
do not occur early. Hertzler expressed 
agreement with the view that these tu- 
mors, even the pure lipomas, are to be 
regarded as embryonal in origin and not 














merely as reversions of adult tissue to 
the embryonal type. It has frequently 
been observed that areas of myoid tissue, 
which is a primitive tissue closely re- 
lated to sarcoma and often associated 
with it, have been observed in tumors 
classified as lipomas. Recurrence has fre- 
quently been observed after surgical re- 
moval of retroperitoneal tumors which 
were apparently lipomas or connective 
tissue tumors. Baxter has pointed out 
that from a practical standpoint it is im- 
portant to consider all of these tumors 
malignant, either by reason of their in- 
herent structure or on account of their 
widespread extensions around important 
structures. He called attention to the fact 
that the name “lipoma” arouses in the 
mind of the surgeon a feeling of con- 
fidence and mastery of the situation which 
is likely to be severely shaken when he 
encounters a lipoma of the retroperitoneal 
space. Bowers stated that, of the solid 
tumors of the _ retroperitoneal space, 
lipomas are the most numerous and fib- 
romas the rarest. In the order of fre- 
quency, the consensus seems to be that 
lipomas come first, fibromas second and 
fibrosarcomas third, and that lympho- 
sarcomas are the least common of all. 





Fig. 1—Retroperitoneal pelvic dermoid. 
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Fig. 2.—Roentgenogram showing partially calci- 
fied mass in large retroperitoneal cyst, extrinsic 
to kidney. 


According to Szenes, the site of the 
sarcomatous tumors is the mesentery of 
the small intestine in two-thirds of all the 
cases, the greatest number occurring in 
the mesentery of the terminal portion of 
the ileum. The mesentery of the jejunum, 
the cecum, the appendix or any part of 
the mesentery of the colon may, however, 
be the site of a retroperitoneal tumor. 

Naturally, because of their complex 
structure, these tumors have received var- 
ious designations. Malignant tumors are 
often classified as: (1) fibrosarcoma; (2) 
neurosarcoma; (3) liposarcoma; (4) 
myosarcoma, and (5) lymphosarcoma. 
They could be grouped under one gen- 
eral name, for each contains fibrous and 
fatty tissue, in different proportions and 
with more or less malignant degenera- 
tion. It is very often difficult to distin- 
guish those of the malignant group from 
Hodgkin’s disease. 

There are no pathognomonic symptoms 
and signs of retroperitoneal tumors or 
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cysts. Some patients with retroperitoneal 
tumors present few if any symptoms. The 
size and location of the tumor, together 
with its mobility, naturally determines 
many of the symptoms. Even a large tu- 
mor may be relatively symptomless, caus- 
ing only a slight sense of “pressure and 
crowding.” In other patients with retro- 
peritoneal tumors, abdominal symptoms 
of variable intensity, ranging from simple 
indigestion to acute surgical conditions 
of the abdomen, may be present. Large 
cysts may be the cause of acute obstruc- 
tion of the bowel. Chronic obstruction 
of the bowel may result from these tu- 
mors, and the symptoms of appendical 
abscess may be present if an infected 
cyst is present in the right lower abdomi- 
nal quadrant. Again, a tumor in the 
mesentery of the ileocecal region may 
simulate the symptoms of a_ twisted 
ovarian pedicle. When the retroperitoneal 
tumor is near the kidney, the symptoms 
of Dietl’s crisis may occur. Painless swell- 
ing may be the first symptom when the 
tumor is benign, and cachexia and anemia 
may be the earliest to appear if it is 
malignant. 

The diagnosis of retroperitoneal tumors 
is being made more frequently in recent 
years and should be made quite accurately 
when no acute symptoms are present. 
Naturally, the correct diagnosis is more 
readily made when the possibility of the 
condition is borne in mind. Cases of 
mesenteric or retroperitoneal tumor are 
on record, including one here reported, 
in which the operating surgeon did not 
recognize the true condition even with the 
abdomen open and the tumor before him. 
In many of these cases the abdomen has 
been closed and the tumor safely removed 
at a later date. 

These tumors are most often confused 
with disturbances of the pancreas, spleen 
and kidneys; to make a positive diag- 
nosis, therefore, it is necessary to ex- 
clude disturbances of the genitourinary 
tract, the biliary system, and the gastro- 
intestinal tract as well as the pelvic 
organs. Metasatic tumors, secondary to 
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tumors of the testicle, occur retroperiton- 
eally and must be thought of. A careful 
examination of the female pelvis with 
the patient in the Trendelenburg position 
should exclude tumors of the female gen- 
erative organs. In the cases in which 
acute symptoms occur, the patients often 
come to operation with a mistaken diag- 
nosis of appendicitis. This is understand- 
able when one remembers that the ma- 
jority of the tumors occur in the region 
of the terminal portion of the ileum. 
However, the presence of an abdominal 
mass, movable from side to side and not 
movable in the vertical direction, with 
no intrinsic disease of the intra-abdominal 
viscera as demonstrated by roentgenologic 
examination, should suggest a retroper- 
itoneal tumor. 

The treatment of choice is surgical re- 
moval. If the tumor is benign, this is 
possible with only a slight mortality rate. 
Naturally, the safety of the operation 
depends on the size and location of the 
tumor as well as the condition of the pa- 
tient. Even a benign tumor, because of 
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Fig. 3.—Serous cyst, lower pole of right kidney. 
Compare with true retroperitoneal cyst (Fig. 2). 











its size or its attachment to blood vessels, 
ureters, intestines or other structures, 
may be extremely hazardous or impos- 
sible to excise (Fig. 6). When excision 
is possible, whether the tumor is benign 
or malignant, wide resection is impera- 
tive because of the marked tendency of 
these neoplasms to local recurrence. This 
is true particularly if the lesion contains 
any myxomatous structure, since material 
of this kind is especially prone to adhere 
to anything with which it comes into 
contact. It is also important to search 
for and to remove all smaller nodules 
which may be and occasionally are present 
alongside the main tumor mass. The re- 
moval of a tumor, together with resec- 
tion of the attached intestine, is a major 
procedure and carries a high mortality 
rate. 

Except when they are encapsulated, 
malignant tumors of the retroperitoneal 

























Fig. 4.—Traumatic pancreatic cyst. Note simi- 
larity to lymphoblastoma (Fig. 7). 
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Fig. 5.—Adenocarcinoma. Note displacement of 
stomach. 


spaces are usually inoperable, and the 
prognosis in these cases, as with malig- 
nant disease elsewhere, is not good. When 
removal is not possible (Fig. 7), roent- 
gen therapy offers hope of palliation and 
possible cure, depending on the degree 
of malignancy of the tumor. In all cases 
of inoperable tumors of the retroperi- 
toneal spaces enough tissue should be re- 
moved during exploratory laparotomy for 
adequate microscopic diagnosis. 

The cases here presented illustrate the 
rather unusual clinical picture encoun- 
tered and the hazards involved in sur- 
gical removal of the tumors. They also 
emphasize the variation of pathologic pic- 
ture. 

Retroperitoneal Dermoid Cyst (Fig. 1). 
—The first case to be reported illustrates 
one of the major group in the Peterson 
classification. The cyst, extending into the 
pelvis, was first recognized as a complli- 
cation of obstetrical delivery. It has beer 
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suggested that the tumor might be class- 
ified as an epidermoid. 

Mrs. C. A., 28 years of age, complained 
of drainage from two fistulous openings high 
in the perineum, near the left side of the 
vaginal outlet, present since delivery of a 
child four months earlier. She related that 
a “protruding tumor” containing more than 
a liter of material resembling toothpaste had 
been drained to permit delivery. Roentgen 
studies after injection of the sinus with an 
opaque material demonstrated the presence 
of a large cyst anterior to the coccyx and 
sacrum and extending into the lower left 
quadrant of the abdomen. 

The fistulous tract was dissected from be- 
low upward. Because it was impossible to 
get the highest portion of the sac from this 
approach, the operation was finished through 
an opening in the abdomen, the _ dissection 
exposing the left ureter and the femoral 
vessels. The mass removed was the size of 
a large fist. The sac contained sebaceous and 
suppurative material and had a smooth lin- 
ing. 

Microscopic sections showed that the walls 
of the cyst contained fibrous tissue, some of 
which was elastic. It had a lining, round 
cells, plasma cells and pus. Some points were 
covered with stratified squamous epithelium, 
with considerable chronic inflammation under- 
neath. 

True Retroperitoneal Cyst (2 Cases) .— 
There were 2 cases of true retroperitoneal 
cyst. In the first case a cyst containing 
sanguinous fluid was present, with no 
definite history of trauma. There was 
massive infiltration of blood on tissue ex- 
amination, but no definite lining. It was 
probably a cyst originating in the in- 
testine by sequestration from the bowel 
during embryonal development. 

Mrs. R. M., 38 years of age, had noticed 
a mass in the lower part of the abdomen for 
three years before coming for examination. 
She had had intermittent epigastric distress, 
which was not related to meals. Increasing 
digestive disturbances and a marked increase 
in the size of the abdomen were the main 
symptoms prior to her admission to the hos- 
pital. Roentgen and pelvic examinations gave 
negative results. At operation a tense lobu- 
lated tumor 12 by 18 cm., with a cystic “feel,” 
was observed in the mesentery of the ileum. 
The wall was ruptured during its removal, 
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allowing a dark red fluid to escape, but the 
margins of the cystic wall were removed with- 
out interference with any of the large vessels. 
Convalescence was uneventful. A section for 
microscopic study, taken through the mass 
of tissue removed, showed massive infiltra- 
tion with blood. No definite cyst lining could 
be made out. Recovery was without incident. 

H. P., a man aged 21, was being examined 
for induction into the Army. A diffuse mass 
filled the right side of the abdomen. The pa- 
tient had noticed this painless mass for sev- 
eral years without concern and had even 
played basketball and football in high school 
with no ill effects. 

Nothing of significance was noted in our 
examination of this healthy-looking young 
man, except a conspicuous bulging in the 
right lower quadrant of the abdomen. Palpa- 
tion revealed the presence of the mass, which 
extended into the right lumbar region and 
seemed to be about the size of a football. The 
mass was firm and not tender and seemed 
fixed in its position. 

A roentgenogram of the abdomen showed 
a large, partially calcified mass extending 
from a level at the lower border of the liver 
to a point well down in the pelvis. A series 
of roentgenograms and fluoroscopic examina- 
tions after the ingestion of a barium meal 
showed marked displacement of the descend- 
ing portion of the duodenum by an extra- 
gastric mass. A barium enema under fluoro- 
scopic control and roentgenographic study 
showed the cecum displaced upward and 
toward the midline. Roentgenograms taken of 
the urinary tract before and after adminis- 
tration of neo-skiodan revealed that, except 
for upward displacement of the right kidney 
by a large calcified mass, the kidneys ap- 
peared normal. The pyelogram was normal, 
and there was normal excretion of the dye. 
The conclusion from evidence was in favor 
of a large retroperitoneal cyst or tumor 
(Fig. 2). 

When the abdomen was opened, all the 
viscera were observed to be widely displaced 
toward the midline by a bulging cystic mass. 
Incision in the posterior parietal peritoneum 
exposed a lobulated cyst extending from the 
diaphragm to the true pelvis. Long finger- 
like projections spread widely in all direc- 
tions from the central portion, where a large 
calcareous mass was easily palpated. Dense 
adhesions to its surroundings accounted for 
occasional accidental openings in the sac dur- 
ing its removal. A heavy gelatinous sub- 
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Fig. 6.—Retroperitoneal adenocarcinoma removed through mesentery of lesser curvature of 
the stomach. 


stance, brownish and having the consistency 
of cold broth, escaped from the lower lobules. 
The content of the upper lobule was milky 
white, mucoid and tenacious. When the en- 
tire mass was removed, the iliac vessels, the 
vena cava, the right ureter, and the lower por- 
tion of the kidney and psoas muscle, as well 
as the arcuate fibers of the right side of the 
diaphragm, were exposed. Recovery was rapid 
and uneventful. The tumor in this case un- 
doubtedly arose retroperitoneally from the 
wolffian body or the miillerian duct, a true 
retroperitoneal cyst. 

Cysts of the kidney (Fig. 3) often sim- 
ulate retroperitoneal tumors and must be 
considered in the differential diagnosis. 
Pancreatic cysts must also be excluded. 

H. F., a youth aged 18, came to the office 
because of rapid development of a mass in 
the epigastrium. The history revealed that 
five months prior to admission he had been 
in an automobile accident and that a lump 





developed in the left upper abdominal 
quadrant soon thereafter. Two weeks before 
the patient came under our care this mass 
had developed very rapidly, causing gastric 
distress and a sense of crowding. The patient 
could not bend forward without belching, 
and he had considerable pain. Roentgen 
studies revealed ‘“‘a large mass in the epigas- 
trium, which displaces the stomach and 
duodenum around it, but is not causing any 
obstruction” (Fig. 4). Operation revealed a 
large pancreatic cyst aggravated by trauma. 

This case again illustrates the difficulty 
of differential diagnosis. Note the simi- 
larity of the displacement of the stomach 
to that observed in the case of lymphosar- 
coma (Fig. 7). 

Retroperitoneal Myxoleiomyoma.—The 
following case illustrates the bizarre 
structures these tumors may possess: 

A. B., a man aged 26, came for examina- 
tion because of prolonged persistent dis- 
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tress in the epigastric region, which at ir- 
regular intervals had been fairly severe. This 
pain was not related to eating or to bowel 
function, nor was it associated with any 
symptoms referable to the genitourinary 
tract. Relief was obtained only by the use of 
increasing amounts of various mild seda- 
tives. There had been a loss of a few pounds 
in weight, but this the patient attributed to 
worry and consequent poor appetite. He had 
undergone thyroidectomy for exophthalmic 
goiter only six months previously. His ap- 
pearance was healthy. Except for a hard 
rounded fixed mass in the upper two-thirds 
of the left side of the abdomen, there were 
no abnormal observations. Roentgenographic 
and fluoroscopic study of the gastrointestinal 
tract showed the transverse colon displaced 
upward by the tumor, but otherwise gave no 
information as to the nature of the mass. 

Exploration through a left rectus incision 
disclosed a large lobulated tumor, situated 
retroperitoneally just below the ligament of 
Treitz. It was fairly well encapsulated and 
was removed completely without breaking 
into the mass. 

On pathologic examination the specimen was 
described as an encapsulated tumor, 16 by 8 
cm., composed of a soft, gelatinous-looking 
yellowish pink material that oozed bloody 
serum. In the center were two hard masses 
of tissue, each about the size of a walnut. 
Microscopic study showed masses of involun- 
tary muscle fibers with myxomatous degener- 
ation. The patient is still living and in good 
health. The final diagnosis was myxoleiomy- 
oma. 

This type of tumor with a myxomatous 
structure should be widely resected be- 
cause of the marked tendency of these 
neoplasms to recur. 

Retroperitoneal Adenocarcinoma.—The 
value of roentgenologic examination for 
the correct diagnosis of a retroperitoneal 
tumor and the difficulty and danger of its 
extirpation are revealed in the story of 
this case: 

Mrs. M. K., aged 68, was first seen on 
June 29, 1940. Her principal complaints were 
of an abdominal tumor, which seemed to be 
growing larger, loss of weight and extreme 
weakness. She stated that she had noticed 
a mass in the abdomen in 1928, at which time 
she was seen by a surgeon. At exploratory 
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laparotomy in June 1939 he decided that the 
tumor could not be removed, and closed the 
abdomen. A punch biopsy made at operation 
was not satisfactory for a diagnosis and he 
thought he was dealing with an inoperable 
malignant tumor. The patient’s weight had 
fallen from 190 pounds (86.2 Kg.) in 1938 to 
142 pounds (64.4 Kg.) in June 1940. Her 
health had always been good. Recently warty 
freckles had developed on her abdomen. Her 
appetite had been gradually decreasing, and 
she had been troubled with increasing consti- 
pation. She stated that she felt as if her stom- 
ach could not hold as much food as it normally 
should. 

Physical examination gave essentially neg- 
ative results except for the presence of a large 
nodular mass which could be seen filling the 
epigastrium. There was no tenderness, but 
there was an uncomfortable feeling on pres- 
sure. The pelvis was normal. Operation was 
delayed three months by the patient. During 
this time she lost more weight and the mass 
grew conspicuously, causing her increased 
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Fig. 7.—Retroperitoneal lymphosarcoma. 
similarity to pancreatic cyst (Fig. 4). 
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discomfort. Roentgen examination of the 
gastrointestinal tract showed a large tumor 
displacing the stomach to the left and down- 
ward (Fig. 5). There were no _ intrinsic 
pathologic changes. On Sept. 28, 1940, the 
retroperitoneal tumor (Fig. 6) was removed 
and proved to weigh 5% pounds 2,495 Gm.). 
On section it was firm and white. The micro- 
scopic diagnosis was adenocarcinoma, pos- 
sibly of pancreatic origin. The patient was 
troubled with nausea and had _ frequent 
emesis for three weeks after the operation, 
at which time roentgen study showed definite 
evidence of partial obstruction in the out- 
let of the stomach due to localized duodenitis. 
Recovery from this was gradual and complete, 
and to date there has been no evidence of re- 
currence. Pancreatic function was normal be- 
fore and has been normal since the opera- 
tion. 

Large Retroperitoneal Lymphoblastoma 
(Inoperable).—In the presence of an in- 
operable retroperitoneal tumor, enough 
tissue should be removed for a good 
biopsy. 

Mrs. A. G., aged 72, had noticed a marked 
swelling of the abdomen for several months 
and had had vague gastrointestinal symptoms 
for a number of years. During the year be- 
fore her admission to the hospital she fre- 
quently became nauseated, the attack oc- 
curring most often at night but later occur- 
ring during the day, without relation to time 
or to the nature of the food taken. Constipa- 
tion became severe, and she complained of 
loss of weight and progressive weakness. A 
penetrating backache radiating to the left 
scapula kept her awake at night. Except for 
the abdomen and a mild hypertension, physi- 
cal examination revealed no abnormality. A 
conspicuous bulging was seen in the epigas- 
trium, and a mass was felt between the costal 
margin. The mass was dull on percussion and 
could be moved from side to side. Roent- 
genologic study excluded intrinsic gastroin- 
testinal disturbance and showed marked up- 
ward displacement of the stomach and widen- 
ing of the duodenal loops, obviously due to a 
retroperitoneal mass. 

At operation, a firm nodular mass the size 


of a large fist was observed (Fig. 7) retro- 


peritoneally, extending between the leaves of 
the mesocolon. It was firmly and widely at- 
tached. Because of the patient’s age, the wide 
dense attachments of the tumor and a sudden 
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Fig. 8 (Gaston).—Inoperable retroperitoneai tu- 
mor exposed. Lymphoblastoma. 


drop of the blood pressure during manipula- 
tion, the thought of excision was abandoned 
and two pieces the size of walnuts were re- 
moved for biopsy. 

The microscopic diagnosis was malignant 
lymphoblastoma. The patient was given two 
series of high voltage roentgen therapy. Nine 
months after the exploratory operation, a 
gastrointestinal study revealed much less dis- 
placement of the stomach and duodenum, 
with the mass apparently much smaller than 
at the original examination. 

This case illustrates the value of roent- 
gen therapy for some inoperable tumors. 
The patient lived five years and died from 
pulmonary mestastases. 


SUMMARY 


The correct diagnosis of tumors of the 
retroperitoneal space is being made more 
frequently in recent years. As is demon- 
strated in the illustrations, the removal 
of these tumors is often difficult and 
hazardous. This is true whether or not 
the lesion is a true retroperitoneal mass. 
Roentgen films of the gastrointestinal and 
genitourinary tracts are essential in all 
such cases. Pathologically, the nature of 
these neoplasms varies within wide limits 
from that of simple benign lipoma, 
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fibroma, myoma or myxoma, to that of 
the metaplastic, highly malignant sar- 
coma. When metastasis occurs, it involves 
most frequently the lungs, the liver and 
the regional lymph nodes. The majority 
of these tumors are benign or of low 
malignancy with late metastases, and 
therefore successful surgical removal car- 
ries a favorable prognosis. Whether the 
tumor removed was benign or malignant, 
the patient should be observed for years 
for recurrence. These neoplasms are most 
frequently confused clinically with renal, 
splenic, hepatic or ovarian tumors or pan- 
creatic lesions. Roentgen therapy has an 
important place in the management of in- 
operable tumors. 


RIASSUNTO 


In uno studio sulle cisti ed i tumori 
retroperitoneali gli AA. riportano alcuni 
casi clinici e le varie classificazioni di tali 
condizioni patologiche. 

Sottolineano particolarmente tutto cid 
che riguarda la diagnosi, oggi posta cor- 
rettamente con pit: frequenza di un tempo. 


ZUSAM MENFASSUNG 


Die Verfasser legen ein Studium retro- 
peritonealer Zysten und Geschwuelste und 
Klassifizierungen vor. Die Arbeit en- 
thaelt erlaeuternde Krankenberichte und 
unterstreicht die Wichtigkeit der Diag- 
nose, die heute haeufiger als frueher 
gestellt wird. 


NORDLAND AND NORDLAND: RETROPERITONEAL TUMORS 


SUMARIO 


Os autores apresentam um estudo de 
cistos e tumores retroperitoniais com 
classificagdes. Observacées de casos ilus- 
trativos sao incluidas e o diagnostico é 
realcado, o qual é feito agéra mais fre- 
quentemente do que antes. 


RESUME 


L’auteur étudie la classification des 
kystes et des tumeurs rétropéritonéales 
avec des cas a l|’appui, le diagnostic est 
décrit plus en détail puisqu’il se fait 
maintenant plus facilement. 


RESUMEN 


Los autores presentan un estudio con 
clasificaciones de los quistes y tumores 
retroperitoneales. Se incluyen comunica- 
ciones sobre caso ilustrativo, insistién- 
dose sobre el diagndéstico, que se hace con 
mayor frecuencia que anteriormente. 
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Postoperative Esophagitis Requiring Surgical 


Treatment 


MAJOR THOMAS H. HEWLETT, M.C., anp 
ALBERT BEHREND, M.D. 


PHILADELPHIA 


probably not a rare complication of 

abdominal surgical procedures, par- 
ticularly in patients requiring prolonged 
use of tubes of the Levine or Miller-Abbott 
type. Fortunately the procss is usually 
self-limited and does not demand specific 
treatment after removal of the tube. The 
few symptoms manifested by some of 
these patients are insufficient to direct 
the attention of the surgeon to the esopha- 
gus. Consequently, reports in the litera- 
ture are concerned with patients in whose 
cases esophagitis becomes a major prob- 
lem. 

Descriptions of esophagitis in textbooks 
on pathology are limited primarily to 
lesions resulting from the ingestion of 
caustics, although it is interesting to note 
that Anderson! referred to a type of acute 
esophagitis which he considered terminal 
in aged, debilitated or seriously ill patients. 
Formerly these changes were accepted as 
the result of postmortem autolysis. It 
appears that the type of esophagitis which 
may become a major postoperative com- 
plication has not attracted wide attention 
from pathologists. Bockus? listed trauma, 
excessive vomiting and esophageal intuba- 
tion among the causes of esophagitis. The 
same author implied that the incidence 
of esophagitis has increased with the more 
frequent use of gastric and intestinal in- 
tubation after abdominal operations. That 
chronic esophagitis may progress to actual 
stenosis must be accepted as factual. Bene- 
dict and Daland* in 1938 reported the case 
of a 56-year-old man who was readmitted 
to the hospital three and one-half months 
after gastric resection, complaining of 
inability to swallow anything except water 
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and ginger ale. An esophagogram re- 
vealed almost complete obstruction of the 
distal third of the esophagus, in which 
the lumen was reduced to a fine tube for a 
distance of 5 cm. The upper margin of 
the defect was cone-shaped and the lateral 
margins fairly irregular. Esophagoscopic 
examination revealed esophagitis, and the 
patient responded to dilatations adminis- 
tered over a period of one month. Re- 
view of his previous admissions revealed 
that he had undergone subtotal gastric 
resection with a posterior Polya anasto- 
mosis for penetrating duodenal ulcer. In- 
terval intubation with the Levine tube was 
performed twice daily from the fifth to 
the ninth postoperative day; the tube was 
left in place from the ninth to the eleventh 
day, and after the performance of entero- 
enterostomy further intubation was not 
done. It is known that a mild form of 
esophagitis may occur in patients suffer- 
ing from peptic ulcer, and peptic ulcer of 
the esophagus is possibly more common 
than is generally supposed. 

Bartels’ noted 82 instances of acute 
ulcerative esophagitis in 6,000 fresh and 
preserved specimens studied at the Mayo 
Clinic. Of the patients in this group, 55 
died after an operation, 48 per cent hav- 
ing undergone surgical treatment of the 
stomach or biliary tract. In 20 patients 
the symptoms of esophagitis appeared 
within one to five days after the operation. 
The development of esophagitis did not 
seem directly related to thé type of opera- 
tion performed, but it was noted that the 
complication tended to appear in patients 
who were considered poor risks and who 
underwent difficult extensive operations. 

Vomiting was a symptom in 71 per cent 
of the entire group studied. Since in- 
tubation was used in only one-third of the 
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Left, preoperative roentgenogram showing constriction at esophagogastric juncture. Right, postop- 
erative roentgenogram. The spasm at the esophagogastric juncture has been completely relieved. 


cases and the lesions in this group did not 
differ basically from those occurring in 
patients not intubated, the author con- 
cluded that intubation was not an etiologic 
factor, though it may have been incident- 
ally aggravating. The action of gastric 
juice on the esophagus of a debilitated 
patient undoubtedly contributes to the 
development of esophagitis. 

Olsen® has stated that in his experience 
esophagitis most commonly occurs with 
duodenal ulcer, gallbladder disease or an 
abdominal disease that may cause re- 
gurgitation of gastric secretions. 

Vinson and Botts,’ reporting on a clin- 
ical study of 213 cases of esophagitis, con- 
cluded that the anatomic structure of the 
esophagus renders it vulnerable to organ- 
isms from the oral cavity when slight 
trauma is initiated by regurgitated gastric 
juice. In their series the incidence of 
gastric intubation and vomiting closely 
paralleled the occurrence of esophagitis. 
Seventy-one and nine-tenths per cent of the 
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patients had postoperative esophagitis, 
the symptoms appearing twenty-four to 
forty-eight hours postoperatively and per- 
sisting for seven to ten days. Tabulation 
of the symptoms in this large group re- 
vealed burning and hematemesis to have 
been most common. Patients requiring 
specific treatment responded to esophageal 
dilatation. 

That surgical intervention may be nec- 
essary to correct persistent narrowing of 
the esophagus is implied by several re- 
ports, although the general experience 
would indicate satisfactory response to 
repeated dilatations. It is recognized that 
cardiospasm in 10 to 30 per cent of cases 
does not respond to conservative meas- 
ures, and corrective surgical treatment 
becomes necessary. Patients with cardio- 
spasm and stenosing esophagitis require 
esophagogastrostomy, esophagocardio- 
plasty or Heller’s extramucous esophago- 
cardiotomy to effect relief of the obstruc- 
tion. 











REPORT OF CASE 


An unmarried woman aged 64 was ad- 
mitted to the Jewish Hospital on April 1, 
1949. Her chief complaint was of pain in the 
right upper quadrant of the abdomen. She 
stated that there had been repeated attacks 
referable to the right upper quadrant for the 
past twenty-five years. Two weeks before ad- 
mission this became very severe, and the week 
just past had been marked by nausea and 
vomiting whenever food or drink was taken. 
One week before admission the patient noticed 
that the stools had become light and the urine 
dark, and that the skin was becoming yellow. 

The social and family histories were non- 
contributory. The past medical history was 
irrelevant except for the fact that the pa- 
tient had been treated for rheumatoid arth- 
ritis. The blood pressure on admissions. in 
millimeters of mercury, was 100 systolic and 
60 diastolic. The skin had a yellowish tinge. 
The patient weighed 90 pounds (41 Kg.). The 
sclerae were icteric; the tongue was furry and 
dry. Examination of the abdomen revealed ex- 
quisite tenderness of the right upper part 
of the abdomen and muscle guarding. An 
electrocardiogram revealed extra systoles but 
otherwise was within normal limits. 

Laboratory Tests——On admission, the sedi- 
mentation rate was 49 mm. in sixty minutes. 
The blood count showed 3,750,000 erythro- 
cytes per cubic millimeter of blood, with 12.5 
Gm. of hemoglobin; 13,000 leukocytes per 
cubic millimeter of blood, with 78 per cent 
polymorphonuclears. The urine was normal. 
The prothrombin time was 50 per cent of 
normal. The value for blood sugar was 102 
mg. per hundred cubic centimeters; urea 
nitrogen, 10 mg.; van den Berch, 2.1 mg. 
Operation was performed on April 7, with 
spinal anesthesia. The peritoneal cavity was 
opened through a right rectus incision. The 
gallbladder was observed to be completely 
hidden in adhesions. The duodenum was 
closely adjacent and drawn toward the gall- 
bladder by inflammatory adhesions. One stone 
was perforating into the duodenum, and 
duodenal contents could be expressed through 
a fistulous opening in its wall. Another stone 
from the gallbladder was perforating into 
the common bile duct producing a fistula be- 
tween the two structures. The common duct 
was probed for stones, but none were found. 
A T tube was sutured into the common duct, 
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the gallbladder was removed, and the fistulous 
tract into the duodenum was closed with 
atraumatic catgut sutures.’ 

Postoperatively, Levine tube suction drain- 
age was employed for four days. Repeated 
episodes of vomiting, however, were noted 
until the patient was discharged on the 
twenty-first postoperative day. The amount 
of vomitus was usually small and of the re- 
gurgitant type. A cholangiogram made before 
discharge disclosed a normally patent com- 
mon duct, and the T tube was removed. 

Second Admission.—The patient was re- 
admitted to the Jewish Hospital on May 23, 
forty-five days after the first operation. Her 
chief complaint was of vomiting. She stated 
that shortly after leaving the hospital she 
began to vomit immediately after eating; this 
postprandial vomiting had increased so that 
shortly after the ingestion of food she would 
gag and bring up a frothy white fluid, after 
which she would vomit undigested food. This 
vomiting was always preceded by a feeling 
of discomfort in the epigastrium, described 
as fullness rather than pain. There had been 
no hematemesis and on jaundice since her dis- 
charge from the hospital. Physical examina- 
tion revealed the blood pressure in milli- 
meters of mercury to be 140 systolic and 90 
diastolic. The temperature was 98.4 F. The 
pulse rate and the respiratory rate were 
normal. Increased breath sounds were noted 
at both lung bases. The abdominal incision 
was well healed; no tenderness or guarding 
was observed. The patient appeared slightly 
dehydrated. A Levine tube could not be passed 
beyond 7 inches (17.7 cm.). Laboratory tests 
gave essentially normal results. Roentgeno- 
grams showed hypertrophic osteoarthritis of 
the cervical vertebrae. Further roentgen ex- 
amination of the esophagus showed marked 
spasm of the distal portion of the esophagus 
about 5 cm. above the diaphragm. After about 
one hour, some mucoid material and barium 
passed into the stomach, outlining the termina! 
portion of the esophagus. The mucosal mark- 
ings were not distorted or infiltrated. It was 
concluded that marked spasms of the terminal 
portion of the esophagus, possibly on the 
basis of esophagitis, was present. Esophago- 
scopic examination was performed on June 
1. The upper two-thirds of the esophagus was 
entirely normal. The hiatal lumen was com- 
pletely obliterated, and it was impossible to 
pass a bougie beyond this area. No fungating 
tissue was available for biopsy. The abnor- 
malities observed were suggestive of a new 
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growth infiltrating the outer wall of the eso- 
phagus and compressing it. It was thought 
that the original site of the lesion might be 
in the stomach. The patient became gradually 
able to take increasing amounts of finely 
chopped foods and liquids in small amounts. 
Atropine and other antispasmodics did not 
seem to influence the condition. On June 16, 
twenty-four days after her second admission 
to the hospital, the patient was discharged 
somewhat improved. 

Third Admission.—The patient was read- 
mitted to the medical service of the Jewish 
Hospital on July 2, complaining of “stiff 
neck” and pain in the occipital region. She 
stated that on the morning of June 30 she 
had been unable to get out of bed. She could 
not raise her head because of stiffness of the 
neck and pain in the back of the head. Her 
appetite had been poor since her discharge 
from the hospital, and there had been a weight 
loss of 7 pounds (3.2 Kg.) in six weeks. The 
patient made no mention of increased fre- 
quency of vomiting or of difficulty in swal- 
lowing. On admission the temperature was 
102 F. and there was definite evidence of 
trapezius spasm. The patient was unable to 
flex the neck and resisted passive flexion. It 
was thought that she might be suffering from 
meningitis. A spinal fluid tap revealed clear 
fluid under 200 mm. of water pressure and 
28 cells of the lymphocytic type. On the next 
day the spinal fluid pressure was 80 mm. of 
water. One hour after the second spinal tap 
the patient could flex her neck readily. The 
symptoms improved without specific treat- 
ment, and the presence of meningitis was 
not proved. Roentgenograms of the esophagus 
at this time revealed a congenitally short 
esophagus. The mucosal markings of the 
stomach were normal. The duodenal cap was 
not deformed. 

Esophagoscopic examination was performed 
on July 13 and revealed the same constrictive 
changes previously noted at the lower end of 
the esophagus. The lumen in this region was 
almost completely obliterated by what ap- 
peared to be fixation of the wall. The esopha- 
goscopist was unable te pass this point of 
constriction and from what was seen endo- 
scopically could not confirm the diagnosis of 
congenitally short esophagus. The patient was 
discharged on July 23. 

Fourth Admission.—The patient was re- 
admitted to the Jewish Hospital on August 4. 
This was one hundred and five days after 
the original cholecystectomy. At the time of 
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her fourth admission the patient was unable 
to retain either solid or liquid food. The 
clinical and medical observations were those 
associated with dehydration and malnutrition. 
She weighed only 60 pounds (28 Kg.). The 
value for serum protein was 5.3 Gm. per 
hundred cubic centimeters. The erythrocyte 
count was 3,480,000 per cubic millimeter of 
blood. Dehydration was corrected with in- 
travenous fluids, and on August 6 a Witzel 
jejunostomy was performed with nitrous 
oxide-oxygen-ether anesthesia. Digital exami- 
nation of the esophageal hiatus, the abdomi- 
nal portion of the esophagus and the stomach 
failed to reveal any fixation or any masses 
suggestive of extraluminal pathologic change 
in this region. The patient’s nutritional state 
improved rapidly with jejunostomy feedings 
and intravenous fluids. On August 19 flu- 
oroscopic study revealed improvement of the 
constriction at the lower end of the esopha- 
gus. Barium passed readily into the cardiac 
end of the stomach. On August 24 the stric- 
ture was dilated, but the esophagoscopist be- 
lieved that this would be of only temporary 
value. The patient’s course then became 
stationary, and she failed to gain further 
weight on jejunostomy feedings. Despite the 
somewhat improved roentgen appearance, the 
patient continued to have difficulty in taking 
all feedings. She could not swallow solid food. 
The esophagoscopist reported that he was 
unwilling to continue periodic dilatations be- 
cause, in his opinion, that no permanent 
benefit would be obtained. 

On September 9 an esophagogastrostomy 
was performed with endotracheal anesthesia 
by a left transthoracic approach. The patient 
was ambulant and taking a soft diet on the 
fifth postoperative day. On September 20, 
eleven days after the esophagogastrostomy, 
an esophagogram revealed temporary dilata- 
tion of the proximal three-fourths of the 
esophagus. Barium passed readily into the 
stomach. Jejunostomy feedings were main- 
tained even after performance of the gastro- 
esophagostomy until removal of the feeding 
tube on October 23, because there were oc- 
casional bouts of regurgitation after oral 
feeding. However, on October 5 roentgeno- 
grams revealed satisfactory function of the 
esophagogastrostomy with practically no re- 
tention. The patient’s weight gradually im- 
proved and returned to normal. She was last 
observed on Jan. 18, 1951, at which time she 
said that she was eating food of all types 
and that her weight was at a higher level 








than it had ever been (100 pounds, or 45 Kg.). 
She had no complaints referable to swallow- 
ing. 

SUMMARY AND CONCLUSIONS 


A case of severe esophagitis is pre- 
sented, in which surgical intervention was 
required to reestablish normal swallowing. 
The esophagitis followed an episode of 
acute cholecystitis with obstruction of the 
common duct requiring use of the Levine 
tube for several days both preoperatively 
and postoperatively. Symptoms of esopha- 
gitis developed during convalescence from 
the gallbladder operation. Esophagoscop- 
ic study revealed such marked constrictive 
changes at the lower end of the esophagus 
that repeated attempts at dilatation were 
not advised. Complete relief of symptoms 
was obtained by esophagogastrostomy af- 
ter preliminary jejunostomy to improve 
the patient’s nutrition. 


SOMMAIRE ET CONCLUSIONS 


On rapporte un cas d’oésophagite si 
sévére qu’on dat pratiquer une interven- 
tion chirurgicale pour ramener le mouve- 
ment de déglutition. L’oésophagite fut 
consécutivea une épisode de cholécystite 
aigue avec obstruction du cholédoque ou 
en employa le tube Lévine avant et aprés 
l’opération. Les symptémes d’oésophagite 
apparement durant la convalescence a la 
suite de l’opération sur la vésicule. L’oéso- 
phagoscopie révéla la présence d’un ré- 
trécissement de |l’extrémité inférieure de 
l’oséphage tel qu’on ne risqua pas de répé- 
ter les tentatives de dilatation. On obtint 
une disparition des symptoémes par oéso- 
phago-gastrostomie 4 la suite d’une jé- 
junostomie dont le but était d’améliorer 
’état de nutrition du patient. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Es wird ein Fall von schwerer Spei- 
seroehrenentzuendung vorgestellt, in dem 
zur Wiederherstellung des normalen 
Schluckvorganges ein chirurgischer Ein- 
eriff noetig war. Die Speiseroehren- 
entzuendung trat im Gefolge einer akuten 
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Gallenblasenentzuendung mit Choledochus- 
verschluss auf, die vor und nach der 
Operation eine mehrtaegige Anwendung 
eines Magenschlauches (Levine) erforder- 
lich machte. Zeichen einer Speiseroehren- 
entzuendung traten in der Rekonvaleszenz- 
periode nach der Gallenblasenoperation 
auf. Die oesophagoskopische Untersuchung 
zeigte so starke Einschnuerungsveraen- 
derungen am unteren Ende der Speise- 
roehre, dass wiederholte Dehnungsver- 
suche nicht ratsam erschienen. Eine voel- 
lige Behebung der Symptome wurde durch 
eine Oesophagogastrostomose erzielt, 
nachdem vorher eine Jejunostomose zur 
Hebung des Ernaehrungszustandes des 
Kranken angelegt worden war. 


RESUMEN Y CONCLUSIONES 


Se presenta un caso de esofagitis grave, 
que hubo de ser operado para restablecer 
la ingestion normal. Dicha_ esofagitis 
siguiéd a un episodio de colecistitis aguda 
con obstruccién del colédoco, que requirié 
el uso pre y postoperatorio de la sonda 
de Levin por varios dias. Los sintomas de 
la esofagitis se desarrollaron durante la 
convalescencia de la colecistectomia. La 
esofagoscopia revel6 un proceso de con- 
striccion tan marcado en el extremo in- 
ferior del esdfago, que repetidos intentos 
para dilataciér no dieron resultado. Se 
obtuvo el alivio completo de los sintomas 
con la esofagogastrostomia, después de 
yeyunostomia preliminar para mejorar la 
nutricion del paciente. 


RIASSUNTO E CONCLUSIONI 


Viene riferita un’osservazione clinica di 
esofagite grave, in cui si dovette ricor- 
rere a un intervento chirurgico per rist- 
abilire la normale deglutizione. L’esofagite 
era seguita ad una colecistite acuta con 
occlusione del coledoco che, a sua volta, 
aveva richiesto |’uso del tubo di Levin per 
parecchi giorni, pre- e post-operatoria- 
mente. I segni dell’esofagite si erano man- 
ifestati poco dopo l’operazione sulle vie 
biliari, e l’esofagoscopia aveva rivelato 
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una stenosi della porzione terminale dell 
’esofago di cosi alto grado do far ritenere 
inopportuni i ripetuti tentativi di dila- 
tazione. Si poté ottenere la totale scom- 
parsa dei disturbi mediante un’esofagog- 
astrostomia, dopo che una digiunostomia 
preliminare aveva consentito di migliorare 
le condizioni di nutrizione del paziente. 


SUMARIO E CONCLUSOES 


E’ apresentado um caso sevéro de esofa- 
gite no qual uma intervencao cirurgica 
foi requerida para restabelecer a deglu- 
ticao normal. A esofagite veiu em seguida 
a um episodio de colecistite aguda com 
obstrucao do colédoco sendo necessario o 
uso do tubo de Levin por varios dias no 
pré e no posoperatorio. Sintomas de esofa- 
gite desenvolveram-se durante a conva- 
lescenca da operacéo de vesicula biliar. 
Estudos esofagoscépicos revelaram tao 
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constrictivas alteragdes na extremidade 
inferior do esofago que repetidas tenta- 
tivas de dilatagao nao seriam prudentes. 
Completo alivio de sintomas foi obtido pela 
esofagogastrostomia depois de jejunos- 
tomia preliminar para melhorar a nutri- 
cao do paciente. 
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of the ruptured disc is a relatively 

new and somewhat difficult problem. 
Many excellent articles and monographs 
have been written on the various phases 
of the disc syndrome since Mixter and 
Barr! made their important contribution 
in 1934. It is not our intention to review 
and summarize these excellent contribu- 
tions. It is interesting, however, to note 
the early enthusiasm and optimism con- 
cerning the newly discovered condition 
and its operative treatment. Recently the 
literature has indicated a sounder evalu- 
ation of the problem, but there are still 
some controversial phases. We should like 
to present some of our observations con- 
cerning this problem. From the senior 
author’s operative experience in about 250 
cases during the past eight years, we de- 
cided to make a critical study of 50 con- 
secutive cases operated during the years 
1945 to 1948 inclusive. The observations 
and statistics given will be specifically 
those obtained from the study of these un- 
selected consecutive cases, with some gen- 
eral observations gained by the senior 
author in his total experience with the 
dise problem. 

We wish to state that in all 50 cases 
studied the lumbar area was suspected. 
Our discussion, therefore, concerns this 
area, in which more than 96 per cent of 
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ruptured discs occur.? The 50 cases were 
really all cases of the syndrome of lum- 
bar pain with sciatic radiation, and, al- 
though the majority were typical cases of 
ruptured disc, a few so-called “atypical” 
or “borderline-disc suspect” cases were 
included. 

Any surgeon who has had considerable 
experience with the disc problem knows 
that a ruptured disc is a very genuine 
pathologic entity. It can be diagnosed with 
a high percentage of accuracy, and any 
changes observed at operation are defi- 
nite. In spite of many contributions point- 
ing out the typical and usual complaints 
and the physical manifestations of the 
ruptured disc, there is still some skep- 
ticism with regard to diagnosis and treat- 
ment. There is usually little difficulty in 
diagnosing the typical ruptured disc. Any 
physician who is acquainted with the 
typical complaints and accustomed to ex- 
amining a patient’s back and testing his 
reflexes and sensations in the lower ex- 
tremities can diagnose ruptured disc with 
a high percentage of accuracy. In an 
atypical or borderline case, however, the 
aid of further diagnostic tests and a disc 
specialist may be necessary. Special at- 
tention should be given to atypical cases. 
Because the operative results in this group 
naturally have been less successful, there 
have been increasingly, frequent warnings 
against surgical intervention. In a case 
in which they are not typical and do not 
fulfill exacting complaints and physical 
findings supported by myelography* they 
are often denied the surgical treatment 
that might cure or improve him. Yet the 
patient is often as uncomfortable, as 
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much disabled and as_ severely handi- 
capped economically because of time lost 
from work as is the typical patient, if 
not more so. Too often he is made sub- 
ject to bizarre diagnoses and treatment. 
He requires more exacting and critical 
diagnosis, observation and appraisal. If, 
after study, the surgeon is convinced that 
the patient is honest in his complaints 
and is chronically disabled, he should not 
hesitate to do an exploratory laminectomy 
just as one does exploratory laparotomies 
and thoracotomies. We have had some of 
our most striking and beneficial results 
in this group of cases. We are willing to 
accept a decrease in percentage cures to 
help these patients. 

Partial hemilaminectomy for removal 
of a disc, although technically exacting 
and requiring to be done by one trained in 
disc surgery, is not a really serious major 
procedure and does not weaken the pa- 
tient’s back if done properly. It carries 
practically no mortality rate. We have 
operated in 250 cases without mortality. 
Serious complications are indeed few. 

The correct treatment of the “ruptured 
disc suspect” is a challenging problem. 
Whether it be conservative or radical, we 
must admit that the results of treatment 
are not as good as we should like them to 
be. One must realize that the patient 
with a ruptured disc does not have a nor- 
mal, strong, healthy back. The weakness 
and derangement that were responsible 
for rupture of the disc may persist in 
spite of treatment, so that the surgeon 
soon finds himself working for relief and 
palliation of disabling and crippling symp- 
toms. We do not always achieve complete 
cure by removing an abnormal disc. 
Whether this condition is treated conserv- 
atively or radically, it may be character- 
ized by remissions and exacerbations. Be- 
cause the results of surgical intervention 
are not always completely satisfactory, 
these cases become more or less of a lia- 
bility and responsibility to the operating 
surgeon. But if the profession and the pa- 
tients realize that we are working for 
palliation of symptoms, they will be less 
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apt to condemn or misjudge the results 
of surgical intervention when an occa- 
sional failure occurs or only partial relief 
is obtained. 


There are a great many more cases 
of ruptured disc than was once believed. 
There are many causes for low back pain, 
but in our opinion any patient with low 
back pain with sciatica should be sus- 
pected of having a ruptured disc until the 
contrary is proved. There are all degrees 
of this pain, and the attacks vary from 
time to time in severity, usually becom- 
ing more severe with each succeeding at- 
tack. In many cases the condition should 
be treated conservatively, but the typi- 
cal or disabled patients should be oper- 
ated on. Exploration is needed in the case 
of every chronically disabled patient. Also, 
if there is no response in an acutely dis- 
abled patient after a reasonable period 
of conservative care and the classic signs 
and symptoms are still present, we see 
no reason for delaying operation. 

Several recent studies have been pub- 
lished on large series of cases, which have 
clearly shown the advantage of surgical 
treatment over nonoperative treatment 
where objective signs of nerve root pres- 
sure are present. Shinners and Hamby* 
noted that 59.6 per cent of surgically 
treated patients considered themselves 
well, as against only 29.5 per cent of those 
treated conservatively. 

We have always believed in operative 
treatment of the severe or disabling con- 
dition, not limiting it to the typical text- 
book picture yet being careful in the se- 
lection of borderline cases. We routinely 
discuss the problem frankly with the pa- 
tient before operation and warn him that, 
although we believe he will obtain marked 
symptomatic relief and freedom from the 
severe crippling effects of a ruptured disc, 
we cannot promise him a normal back; 
he must be willing to accept partial re- 
lief. We are pessimistic about the symp- 
tomatic results in compensation cases or 
legally contested cases in which the pa- 
tient will gain financially by continuing 
or prolonging his complaints. 





Material.—The material consists of 50 
consecutive unselected cases of the syn- 
drome of lumbar pain accompanied by 
sciatic radiation in which operation was 
performed during the years 1945 to 1948 
inclusive, and the results studied inten- 
sively in 1949. The majority were con- 
sidered rather typical cases, but a few 
fell into the “atypical” category. We use 
this term here to denote not mild condi- 
tions, but rather conditions with long his- 
tories of disability or doubtful diagnosis, 
and conditions associated with other 
pathologic change in the lumbar area. 
Nerve root pressure, however, was pres- 
ent. Laminectomy was done in the latter 
group on an exploratory basis, in an ef- 
fort to make a diagnosis and relieve nerve 
root pressure whatever the cause. It 
should be stated that all of our 50 patients 
were of the hospital-practice type and 
were either sent to the hospital specifi- 
cally for appraisal as surgical risks for 
disc operations or had been disabled long 
enough and severely enough to require 
hospitalization. It is our policy to treat 
both mild and acute conditions conserv- 
atively until we see how they respond, 
except for the massive rupture type with 
severe symptoms and compression of the 
cauda equina. This type should be oper- 
ated on almost immediately. 

Forty-eight of the patients were male 
and 2 were female. Their ages, grouped in 
decades, are given in Table 1. 


TABLE 1.—Age Incidence 


US Eg US: a ee Rees oe 2% 
Pol WORER: .4555%5454sseeuew ) ee 48% 
BO Me WEBTAs soins sn eadneosnwae Le 380% 
ADRS EYED RNY 5 55 ond \00's 6:09:99 's 0 Sere er 18% 
PEL D0 IOREEE. 655458505 0n660650 BisGaccns 4% 


The duration of symptoms prior to ad- 
mission varied from ten days to twenty- 
five years. 

It happens that two of the three largest 
ruptured discs we have ever removed oc- 
curred in this series. Both were of the 
acute, severely disabling type, producing 
complete block and compression of the 
cauda equina. Both were surgically 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


748 





DECEMBER, 1951 





treated at an early stage, with very good 
results. Also, several of our real “problem 
cases” occurred in this series. 

Etiologic Background.—Little is known 
about the cause of a ruptured disc be- 
yond the fact that it primarily occurs 
where there is the greatest pressure and 
strain on the back and that it may be 
due to degeneration of the nucleus 
pulposus or to a defect in the annulus 
fibrosus or the posterior spinal ligament, 
with protrusion or herniation of a por- 
tion of the disc against the nerve. Injury 
is an important contributing cause, but 
its specific significance is as yet not clearly 
understood. In this series there was a his- 
tory of injury to the back in 27 cases, or 
54 per cent, the injury varying in degree 
from strain caused by lifting to falling 
from a height of 18 feet and landing on 
the buttocks. The actual injury as a 
rule was mild. In 23 cases, or 46 per cent, 
no specific history of injury could be re- 
called. 

At operation we were impressed by the 
congenital anatomic variations and by the 
instability and increased mobility often 
observed at either the fourth or the fifth 
lumbar vertebra. For a better understand- 
ing and evaluation of the various impor- 
tant etiologic factors that predispose to 
disc herniation, one should refer to such 
articles as those written by Magnuson® 
and by Ver Brugghen.® 

Diagnosis.—The most common and im- 
portant symptoms and signs recorded are 
listed in Table 2. Although others are im- 
portant, these were present in a high per- 
centage of cases. They varied significantly 
with the severity, site and duration of the 
nerve root pressure and also, as recorded 
in the table, with the ability, knowledge, 
experience and thoroughness of the ex- 
aminer. , 

Although we have now adopted panto- 
paque myelography as a routine diagnostic 
procedure to determine the presence, the 
level and the number of lesions and to rule 
out other pathologic conditions, we were 
using myelography selectively at the time 
of these cases. 
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TABLE 2.—Symptoms Observed in 50 Cases 

. Pain or discomfort in lower part of back, 
with sciatic radiation of pain 

. Increased pain and discomfort after 
coughing, sneezing or straining at stool*. 70% 

. Discomfort after sitting or lying in the 
same position for very long** 

. Intermittent nature of symptoms 

. Discomfort in buttocks or hip on in- 
olved side 

. Numbness, tingling, cramping or insecur- 

ity of the involved | 

*This varied directly in degree with the acute- 
ness and severity of the attack, decreasing or 
disappearing during remissions. 

**Patients stated they had to change positions 
frequently. Pain nearly always increased if sat 
on involved buttocks. Lying on stomach in bed 
often relieved pain. 


TABLE 3.—Signs Observed in 50 Cases 


. Deep soreness and tenderness in lower 
part of back, often well localized at site 
of disc lesion 

. Positive zasegue’s sign or straight leg 
raising 

. Loss of lumbar curve 

. Some loss of flection 

5. Reflex changes 
. Sensory changes 
. Measurable atrophy of leg 


TABLE 4.—Results of Myelographic Study 
(34 of 50 Cases) 


Correct site 

Different level 
False positive 
False negative 


Of the 50 cases, preoperative myelo- 
graphic examination was performed in 34, 
or 68 per cent. In 22 cases, or 64.7 per 
cent, the interpretation agreed with the 
operative observations. In 7, or 20.6 per 
cent, in which a lesion of the fourth lum- 
bar disc was suspected, operation dis- 
closed the lesions to be located at the fifth 
lumbar level. There were 4 (11.7 per 
cent), false positive and 1 (3 per cent), 
false negative results. 

In 21 of the 33 cases studied myelo- 
graphically a definite lesion of the disc 
was seen at operation. Then, as now, we 
felt that clinical evaluation was the best 
indication for surgical intervention, but 
appreciate the help myelography gives us. 
Myelography has become more accurate 
with increased experience and improved 
technic, just as our clinical diagnosis and 
treatment have improved. We are now 
achieving a higher percéntage of accurate 
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localization with apparently fewer false 
positive but, we believe, more false nega- 
tive results. If clinical judgment indicates 
operation, we do not let a negative myelo- 
graphic appearance alter our decision. 

Definitely ruptured discs were observed 
in 35 of the 50 cases, or 70 per cent. Of 
these 35 ruptures 24, or 68.7 per cent, 
occurred at the lumbosacral joint, and 8, 
or 23 per cent, were at the fourth lumbar 
level. In 2 cases ruptured discs were found 
at both the fourth and the fifth lumbar 
interspaces, and in 1 case at both the third 
and the fourth. Fusion was performed in 
3 of the 50 cases. In 2 of these cases there 
was massive herniation of the disc, pro- 
ducing complete block and compression 
of the cauda equina. In several cases there 
was some arthritic lipping and spurring 
or a narrowed foramen. 

It has been our policy to do a partial 
hemilaminectomy, almost always explor- 
ing the fourth and fifth lumbar inter- 
spaces, removing the herniated disc and 
thoroughly curetting the disc space. In 


TABLE 5.—Sites of Ruptured Discs 
(Observed in 35 of the 50 Cases) 


Lumbar sacral 
L4 level 

Both L4 and L5 
Both L3 and L4 


TABLE 6.—Results of Operative Treatment 


Comlete relief 
Marked benefits 
Moderate benefits 
Fair relief 


cases of recurrence, or when there is root 
pressure due to spurring or narrowing of 
the foramen, we are more radical, re- 
moving a greater portion of the lamina 
above and below and also unroofing the 
foramen so that the nerve lies free. We 
usually do a fusion operation when 
spondylolisthesis, recurrence, arthritis or 
increased mobility and instability of the 
vertebrae is a factor. Our preference is 
to use an iliac crest graft at the time of 








TABLE 8.—Follow-up Results 


OCS OTE, 21S ne ae eee eae mPa. 94% 
No Turtner THORTMENL. ... . 0. soci scccacccss 80% 
Bibl AHMUEROING, 5s os.so 6559 h sea sesaneeee 20% 
SUMO MEER a5 5h 255 cs ahs en sensor awee 14% 
RROD NINE a5. nisc ca eWslnn cen sca epee 86% 
REOOBIRIN MON coh senecwescanceasaesaeee ee 10% 


operation, placing it in the opposite gut- 
ter after thoroughly roughening the 
lamina. In some cases of marked spondylo- 
listhesis, when we also find a ruptured 
dise, we prefer a tibial cortical graft. 

Results of Operative Treatment.—The 
immediate postoperative results were as 
follows: In 41, or 82 per cent, of the 50 
cases there was improvement or relief 
of symptoms at the time of discharge. No 
note is available concerning immediate 
results in the remaining 9 cases. - 

The late follow-up results, analyzed in 
1949, one to three years after operation 
and based entirely on the patient’s own 
appraisal of his benefits from operation 
as declared by him in a detailed ques- 
tionnaire, personal interviews and ex- 
aminations were as follows: In response 
to the question, “Do you think the oper- 
ation helped you?” only 3 patients said 
“No”—94 per cent answered “Yes.” At 
the time of survey only 3 patients, or 
6 per cent, stated that they could not do 
light work. One was a “compensation 
case” who also had pulmonary tubercu- 
losis and was in a sanitorium; 1 had been 
reoperated on by us, with performance 
of a fusion, and was improved, but was 
convalescing from the operation; the 
other patient had a strong psychoneurosis 
and stated that the factories would not 
hire him. For all the others the average 
postoperative interval before returning to 
light work was three and four-tenths 
months. We usually advise three months’ 
convalescence. With regard to the ability 
to do a full day’s arduous work, 50 per 
cent stated that they were able to do this 
after an average of five and eight-tenths 
months. Of the remaining 50 per cent, 
6 per cent, who are not working at all, 
are the patients in the special cases afore- 
mentioned. Two cases patients, or 4 per 
cent, are still on light duty; one is a 
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“compensation case” and the other is 
awaiting settlement of a lawsuit. Twenty 
patients, or 40 per cent, are working on 
limited duties. Nearly all of these pa- 
tients belong to the working class and 
have to do heavy manual work. As to 
further treatment since operation, 80 per 
cent said that they had not required any, 
while 20 per cent had either received some 
physiotherapy or obtained a back belt. 
One had been reoperated on, with fusion, 
and was improved. 

We asked each patient to report any 
postoperative symptoms referable to the 
back or to the legs, however mild. Only 
14 per cent were completely free of 
symptoms. Eighty-six per cent stated they 
had noticed soreness, stiffness or weak- 
ness in the back and/or cramps, discom- 
fort or numbness in the legs, usually mild 
and first noticed after working. The 
symptoms were intermittent and mild as 
compared to the severe disabling type 
that existed before operation. Practically 
all were happy because of the relief ob- 
tained. 

Additional information regarding our 
5 cases with poor results is now avail- 
able, a year after our survey. In 4 of 
these there had been proved ruptured discs 
and in the other arthritic changes. Three 
have been reexplored, a recurrence be- 
ing noted in 1 and only scar tissue about 
the nerves in 2. Fusion has been per- 
formed in all cases, and all of the pa- 
tients are now improved. 

We also have recently reoperated on 
2 of the other patients in whose cases the 
results were rather unsatisfactory. Both 
were found to have recurrent lesions of 
the discs. Fusion was performed at the 
time of operation, and the patients’ con- 
dition is much improved. Hence, of the 
original 50 patients, we have now re- 
operated on 5, or 10 per cent, all of whose 
cases were in our “failure” or “poor re- 
sult” classifications. 


SUMMARY 


The authors present some general ob 
servations and opinions on the problem 





VOL. XVI, NO. 6 


of the ruptured disc, after an operative 
experience of about 250 cases in the past 
eight years. They also give the results 
of a careful critical analysis of results 
in 50 unselected consecutive cases. They 
emphasize that, although the diagnosis 
of a typical ruptured lumbar disc should 
not be difficult, the treatment, whether 
conservative or operative, at present ac- 
complishes relief of severe and disabling 
symptoms and aids in rehabilitating the 
patient rather than achieving complete 
relief and restoration to normal. Ninety- 
four per cent of the patients were glad 
they had operative treatment; 86 per cent 
stated they still had some residual mild 
complaints and 10 per cent have since 
undergone reoperation and are now im- 
proved. If the patient and the physician 
understand this concept it will aid in 
evaluation of the results of operative 
treatment. Further observation, evalua- 
tion and improved operative treatment 
are necessary to deal with the problem 
of the ruptured disc. 


RESUME 


L’auteur émet des opinions et des con- 
sidérations générales sur la rupture du 
disque intervertébral se basant sur une 
expérience de huit années avec 250 cas. 
Le diagnostic est facile 4 faire et le traite- 
ment, soit chirurgical, soit conservateur, 
donne du soulagement au patient et lui 
permet une réhabilitation 4 la normale. 
D’aprés |’ auteur, 94% des patients sont 
heureux de subir le traitement chirur- 
gical; 86% de ce nombre présentent en- 
core des symptomes. 10% doivent subir 
une nouvelle opération. Si le médecin et 
le patient étaient mis au courant de cet 
état de chose, les résultats opératoires 
seraient mieux évalués vis-a-vis de la 
guérison. 

ZUSAMMENFASSUNG 


Einige das Problem des Zwischenwir- 
belscheibenrisses betreffende Beobachtun- 
gen und Auffassungen werden an Hand 
von 250 in den letzten acht Jahren oper- 
ierten Faellen dargestellt. Die Ergebnisse 
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werden einer sorgfaeltigen kritischen 
Analyse von 50 Faellen unterzogen. Die 
Verfasser betonen die Tatsache, dass, 
obgleich die Diagnose einer typischen 
Zerreissung einer Zwischenwirbelscheibe 
der Lendensaeule nicht schwierig sein 
sollte, die Behandlung, sei sie chirurgisch 
oder konservativ, zur Zeit eher eine 
Linderung schwerer behindernder Symp- 
tome und eine Hilfe zur Wiederherstel- 
lung als eine voellige Heilung und Schaf- 
fung normaler Verhaeltnisse bringt. Die 
Beobachtungen der Verfasser zeigen, dass 
94% ihrer Kranken mit der erhaltenen 
operativen Behandlung zufrieden waren, 
dass aber 86% noch unter leichten Be- 
schwerden litten. 10% wurden einer 
zweiten Operation unterzogen und sind 
jetzt gebessert. Wenn Arzt und Patient 
die dargelegte Auffassung richtig  be- 
greifen, so werden die durch die chirur- 
gische Behandlung erzielten Resultate 
besser verstanden und ausgewertet wer- 
den. Weitere Beobachtungen und Auswer- 
tungen und eine bessere Operationstech- 
nik sind unerlaesslich. 


RESUMEN 


Se presentan algunas observaciones y 
opiniones generales sobre el problema de 
la ruptura del disco, basandose en una 
experiencia operatoria de 250 casos aprox- 
imadamente en los tltimos ocho afios. Se 
hace un cuidadoso analisis critico del 
resultado en 50 casos. Se sefiala el hecho 
de que, aunque el diagndstico de una 
ruptura tipica de un disco lumbar no seria 
dificil, el tratamiento operatorio o con- 
servador produce actualmente el alivio de 
severos sintomas de invalidacién y ayuda 
a la rehabilitacién del paciente mas que 
al alivio completa y restauraciOn a lo 
normal. Segtin los autores, el 94% de los 
pacientes se encontraron complacidos del 
tratamiento operatorio, pero el 26% 
presentaron aun trastornos residuales. El 
10% han sido operados por segunda vez 
y han mejorado entonces. Si el paciente 
y el cirujano se compenetran de este con- 
cepto, esto ayudara al mejor entendimien- 
to y valuacion de los resultados obtenidos 
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por el tratamiento operatorio. Se necesi- 
tan mayor. observacién, valuacién y 
mejoramiento del tratamiento operatorio. 


RIASSUNTO 


In base all’esperienza di circa 250 casi 
di rottura del disco intervertrebale operati 
nel corso degli ultimi 8 anni, sono presen- 
tate considerazioni generali ed opinioni. 
Un’analisi critica accurata é condotta sui 
risultati di 50 casi. Gli Autori mettono 
in rilievo il fatto che allo stato presente, 
per quanto la diagnosi di tipica rottura 
del disco lombare non dovrebbe essere 
difficoltosa, il trattamento sia esso oper- 
atorio o conservativo, rimuove i sintomi 
acuti e inabilitanti e aiuta a riabilitare 
il paziente piuttosto che a riportarlo al 
normale. Nella esperienza degli Autori, 
94 per cento dei pazienti erano contenti 
di essere stati operati, ma 1’86 per cento 
ancora avevano una lieve residua sinto- 
matologia. Dieci per cento sono andati 
incontro ad una seconda operazione ed 
ora sono migliorati. 

Se entrambi, paziente e medico, si 
rendono consci di questo concetto, sara 
di aiuto nella migeiore comprensione e 
valutazione dei risultati ottenuti con trat- 
tamento operativo. Ulteriore valutazione, 
osservazione e migliorata tecnica sono 
necessari. 

SUMARIO 


Algumas observacées gerais e opinides 
sobre a problema da rotura do disco sao 
apresentados sobre a base de uma expe- 
riencia de cérca de 250 casos durante os 
passados oito anos. A analise critica cui- 
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dadosa do resultado em 50 casos foi feita. 
Os autores realcam o fato de que, embara 
o diagnostico de uma rotura tipica de 
disco lombar n@o seja dificil, o tratamento, 
seja operatério ou conservativo, produz 
atualmente alivio de severos e invalidantes 
sintomas e auxilia a reabilitagaéo do pa- 
ciente em maior grau do que ajuda no 
compléto alivio e restauracaéo ao normal. 
Segundo, a experiencia do autor, 94 por 
cento dos pacientes senturam-se satis- 
feitos de ter recebido tratamento opera- 
torio, mas 86 por cento mantiveram-se 
com leves queixas residuais. Dez por cento 
foram, depois disso, submetidos a uma 
segunda operacao e melhoraram. Si ambos, 
paciente este conceito, ele ajudaré em 
melhor entendimento o avaliacéo de re- 
sultados obtidos por tratamento opera- 
tério. Ulterior observacgéo, avaliacao e 
tratamento operatorio aperfeicoado sao 
necessarios. 
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tutes 90 per cent of all tumors of 

the bladder. The smooth epithelial 
tissue of this organ, like epithelial tissue 
elsewhere in the body, is subject to a 
greater incidence of anaplasia than is the 
connective and muscular tissue. 

This paper is a brief account of the 
present status of papilloma of the bladder. 
One must have a clear understanding of 
the pathogenesis of this tumor in order 
to evaluate the treatment employed in 
any given case. A microscopic cross 


P tates 90 of the bladder consti- 


section of the urinary bladder reveals a 
mucosal, a submucosal and a muscular 
layer. There are no glands and no lym- 
phatic vessels 
bladder. 
Ewert and Summons, in a recent article, 
pointed out the following facts: 


in the mucosa of the 


1. The 
malignancy of papillomas of the bladder 
is now recognized and accepted; it has 
been proved that so-called benign papil- 
lomas metastasize. 2. Recurrent vesical 
papillomas are of a higher grade of malig- 
nancy than is the primary growth. 3. 
Papillomas recur so rapidly and in such 
numbers in the bladder that cystectomy 
is sometimes required. 4. In some cases 
a recurrent papilloma, formerly malig- 
nant, appears to be benign. 5. Papillomas 
may also extend into the ureter, so that it 
becomes advisable to remove the kidney, 
the ureter and a portion of the bladder. 
They indicate their malignant tendency 
by this extension, despite the fact that 
microscopic examination reveals no malig- 
nant cells. 6. Papillomas of the bladder 
of Grade 1 malignancy may invade the 
posterior portion of the urethra and the 
prostate, and these metastatic lesions may 
be of a higher grade of malignancy and 
of an entirely different cellular structure. 

Cystoscopic evaluation of the tumor is 
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sometimes more accurate than microscopic 
study. In performing a biopsy one should 
attempt to get a portion of the vesical mus- 
culature, in order to determine whether 
invasion of the subsurface has taken place. 

My own experience in the treatment 
of more than 200 vesical tumors in the 
past twenty years leads me to certain 
definite therapeutic conclusions. All tu- 
mors of the bladder should be treated by 
radical surgical intervention, either trans- 
urethrally or suprapubically. As every- 
one knows, the word “radical” is derived 
from the Latin word radix, or root. One 
should not be content with removing the 
tumor; one must also remove the roots 
if recurrence of the growth is to be pre- 
vented. The cystoscopist who merely lops 
off the branches of the vesical papilloma 
and ignores the roots does his patient a 
disservice. The inevitable recurrence will 
convince him of this fact. Often the tumor 
will advance with increasing rapidity, and 
even the scalpel may then be insufficient 
to impede its progress. Total cystectomy 
with the creation of a cloaca is a more 
heroic measure than segmental resection. 

Most surgeons today will admit that 
there is altogether too much radical sur- 
gical treatment. One should consider the 
retention and maintenance of function as 
well as the elimination of the growth. 
Unnecessary sacrifice of the bladder is 
a serious indictment against the efficacy 
of treatment when it is possible to remove 
the growth and spare the bladder. Utiliz- 
ing radium, I believe such treatment to 
be more satisfactory than total cystec- 
tomy and bilateral implantation of ureters 
into the colon. 

Early diagnosis and early treatment 
always give the best results. Carcinoma 
of the bladder is not heralded by pain; 
in this it resembles carcinoma of the 
stomach, which is not provocative of pain 
unless the growth is very near the gastric 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


outlet. Pain is usually a late symptom, 
and if one wishes to reduce one’s mortal- 
ity rate in cases of carcinoma one has 
to make the diagnosis early. The most 
common symptoms of papilloma of the 
bladder are hematuria, frequency of uri- 
nation and clysuria. The later symptoms 
frequently develop from the associated 
cystitis. Bleeding is always a warning 
sign. 

The exact cause of papilloma of the 
bladder is not known. However, it is be- 
lieved that chronic irritation is a fore- 
runner of the tumor. Papilloma of the 
bladder first projects into the concavity 
of the organ, and it is only later that it 
invades the submucosa or the muscular 
layer. This invasion, as has been pointed 
out by Jewett, is an important factor in 
determining the type of therapy to be 
employed. Rectal palpation of the growth 
is an adjunctive means of determining the 
degree of extension. 

It is not within the scope of this paper 
to correlate the relation of calculi, of the 
irritation of coal tar products or of 
bilharziasis to the formation of a vesical 
papilloma. Suffice it to say that any irri- 
tation continued over a long enough period 
may be the cause of papilloma of the 
bladder. In fact, Abehause has shown that 
urine itself affects the growth of these 
tumors. 

The patient with a papilloma of the 
bladder should be given a thorough phys- 
ical examination and scrutinized for evi- 
dence of metastases. In association with 
Rolnick, I was one of the first in the world 
to describe cutaneous metastases from a 
carcinoma of the urinary bladder. There 
are now 12 cases on record. Carcinoma 
of the bladder is known to metastasize to 
the bones, the lymph glands and remote 
parts of the body, although the usual 
process of dissemination is not by meta- 
stasis, either lymphogenous or hemato- 
genous. It usually takes place by local 
extension into the pelvis. 

The exact diagnosis of papilloma of 
the bladder is made by cystoscopic exam- 
ination. Larger growths may also be 
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photographed on a roentgen film by cys- 
tographic means. 

The majority of papillomas of the uri- 
nary bladder occur about the ureteral 
orifices. The lateral walls, the neck, the 
posterior wall and the floor of the bladder 
contain papillomas less frequently, but 
the tumors are readily seen when present. 
Tumor of the dome of the bladder is less 
common, but a thorough search must be 
made of this location. The cystoscopist is 
remiss if he does not thoroughly search 
the dome. In our experience, 5 of 200 
papillomas of the bladder occurred in the 
dome. Those close to the vesical neck are 
less difficult to find, and with adequate 
visualization through retrograde and right 
angle telescopes the tumors cannot be 
easily overlooked. 

The treatment available today is ful- 
guration (this is the method introduced 
by Edwin Beer in 1912), with use of the 
high frequency current through the oper- 
ating cystoscope. This method suffices 
for the smaller tumors and may be con- 
sidered an ideal treatment for small papii- 
lomas. Fulguration should be thorough 
in order to thwart the recurrence of the 
growth and to annihilate the roots. 

Biopsy and cystoscopic study of the 
tumor should never be neglected. Radium, 
in the form of emanation or needles, and 
lately in the form of a capsule anchored 
in a Foley catheter (after the method of 
Lewis) is an effective agent for attacking 
the roots of the papilloma. Surgical dia- 
thermy through a suprapubic cystotomy 
is also used. Total cystectomy, with im- 
plantation of the ureters into the rectum 
and rectosigmoid, is gaining increasing 
favor, and I have performed it with suc- 
cess. In the presence of far advanced 
tumors, transplantation of the ureters 
with the carcinoma left in situ has af- 
forded some palliation. I have 1 patient 
whom I treated by this method three 
years ago, who is still doing well, al- 
though the tumor is palpable and about 
the size of a grapefruit. 

In the male the prostate and the semi- 
nal vesicles are removed along with th« 
urinary bladder. According to Hugh J. 
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Jewett, any tumor, regardless of its his- 
tologic pattern and degree of malignancy, 
which has infiltrated less than halfway 
through the muscularis usually is con- 
fined to the bladder wall. Tumors that 
have infiltrated more deeply usually have 
spread beyond it. Therefore, each indi- 
vidual cancer patient must be treated on 
an individual basis. 

The location of the growth is as impor- 
tant as the degree of malignancy in the 
grading of the tumor. Excision or any 
other means of eradication of vesical tu- 
mors is often followed at varying inter- 
vals by the development of one or more 
additional tumors. Seeds are frequently 
left behind, which grow and constitute 
the recurrence. The first stage of recur- 
rence is hyperplasia of tissue; then early 
anaplasia, and then progressive malig- 
nancy. In ureteral implantation a sub- 
mucosal tunnel should be created and a 
mucosa-to-mucosa approximation accom- 
plished in order to obtain the best results 
and to prevent obstruction, reflux, infec- 
tion and leakage. 


REPORT OF A CASE 


A white man 67 years of age came to me 
in July 1951 because of a history of hema- 
turia. He stated that 7 years prior to this 
occasion he had undergone an operation for 
removal of a tumor of the bladder, at “one 
of the best tumor clinics in the Middle West.” 
During the interim since the removal of the 
original tumor he had enjoyed good health 
and lost little weight. His family thought him 
anemic, and he received injections of iron 
and liver extract in the doctor’s office. About 
a year before coming to me he passed a little 
blood, but this quickly cleared up and he did 
nothing more about it. For the past two 
weeks he had been troubled with frequent 
urination and had _ passed _ considerable 
amounts of dark blood in the urine. He had 
had nocturnal. He got up frequently for 
years. He had no abdominal scar, and he 
stated that the previous operation was done 
transurethrally and that considerable tumor 
tissue was removed. He said that the doc- 
tor told him it was a simple growth and 
assured him that he would be all right. I later 
checked with the cystoscopist who removed 
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Fig. 1.—Foley catheter, with anchored radon 
capsule. 


the original growth. He stated that he re- 
moved transurethrally about 65 Gm. of tissue, 
a mass about the size of a golf ball, which 
was located above the left ureteral orifice. 
Microscopic section revealed it to be a Grade 
I transitional cell carcinoma of the bladder. 
He further stated that the patient told him 
that he had had some bladder discomfort for 


two years prior to consulting him for the dis- 
ease. 

General physical examination revealed the 
patient to be well nourished but anemic in 


appearance. The teeth were chronically in- 
fected. The blood pressure in millimeters of 
mercury was 140 systolic and 80 diastolic. 
Tenderness in the region of the gallbladder 
was elicited on percussion. The heart and 
lungs were normal. There was slight tender- 
ness in the suprapubic area. There were no 
palpable lymph nodes. The prostate gland 
was enlarged (2 plus). There was a hypo- 
chromatic type of anemia. 

Cystoscopic investigation was performed 
with the region under low spinal anesthesia. 
Multiple papillomas, involving the entire 
bladder, were seen. A biopsy specimen was 
obtained, and was reported as papillary carci- 
noma, Grade I, of the urinary bladder. After 
the cystoscopic procedure the patient con- 
tinued to bleed, and the question of doing 
a total cystectomy was discussed with him. 
Open cystotomy with application of radium 
was also described to him. He preferred the 
radium treatment. In view of the history 
and observations we thought the latter treat- 
ment advisable. On June 12, eight days 
after admission to the hospital, the open 
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Fig. 2.—Papilloma of the bladder, which recurred after transurethral resection. 


cystotomy was performed with the patient 
under general anesthesia. The bladder con- 
tained numerous papillary tumors. The wall 
was thickened. So numerous were the tumors 
that they completely filled the bladder. One by 
one they were removed by excision with a 
Bowie unit. Their weight was 320 Gm. Ex- 
tensive coagulation was necessary, involving 
the lateral walls and the floor of the bladder, 
the region about the ureteral orifice, and 
the neck and dome of the bladder. Radium 
anchored in a Foley catheter was applied. 
The dosage of radium was as follows: On 
June 12, 38.3 millicuries of radon was ap- 
plied for three days, a total dose of 2,130 milli- 
curie hours. The second dose of radium was 
given on July 3, at which time 29.2 millicuries 
of radon was used for two days and three 
hours, a total of 1,650 millicurie hours. This 
dose is 10 per cent higher than that required 
to complete the full “cancer lethal” dose. How- 
ever, this increase is usually made in order to 
allow for the increase in radioresistance of 
tissue when fractional doses are given. Frac- 
tional doses are given and are indicated espe- 
cially in cases in which there is extensive 
denudation of the bladder. At the time of the 
second application of radium a transurethral 
resection of the prostate gland was done, with 


removal of 20 Gm. of hyperplastic prostatic 
tissue which obstructed the bladder neck. 
The patient was discharged from the hos- 
pital five days later at which time the urine 
was free of blood. 

Follow-up: On September 1 the patient 
voided easily 6 to 8 ounces of grossly clear 
urine. His control was excellent. He had 
gained 15 pounds (6.8 Kg.). Microscopically 
he had Grade I pyuria (E. coli). Cystoscop- 
ically the bladder mucosa was approaching 
normal. The upper portion of the urinary 
tract showed some clubbing of the renal cal- 
yces. There were no stones and no tumors. 


SUMMARY 


Bleeding is a warning sign. Once a 
papilloma-bearing bladder, always a vul- 
nerable bladder. Biannual or annual cys- 
toscopic study is advisable. Recurrent 
bladder tumors are often produced by 
roots or seeds of the original growth 
which have been left behind. 

Early diagnosis and early radical treat- 
ment give satisfactory results. Radical 
treatment implies removal of the roots. 
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The objective of successful therapy is to 
prevent recurrence. Because of the ab- 
sence of lymphatics in the bladder mucosa, 
the spread is by direct extension in to the 
muscularis. Radium attacks the roots. 
With its use, vesical function may be 
preserved. Total cystectomy shoves one 
back in the evolutionary scale by creation 
of a cloaca, with its attending ills. 


RESUME 


L’hématurie est la sonnette d’alarme 
chez les patients présentant un papillome 
vésical. Une vessie présentant un papil- 
lome est une vessie vulnérable. On recom- 
mande la cystoscopie—une ou deux par 
année. Des tumeurs récidivantes sont trés 
souvent les racines des tumeurs oubliées. 
I] importe de faire un diagnostic précoce 
et surtout d’appliquer un_ traitement 
précoce pour avoir d’excellents résultats. 
Le traitement radical signifie ]’extirpation 
des racines mémes. Le but primordial du 
traitement est de prévenir les récidives. 
Puisque la muqueuse vésicale n’a pas de 
lymphatiques, la propagation a la mus- 
culeuse se fait par extension directe. Le 
radium détruit les racines. Par son emploi 
on conserve la fonction vésicale. La 
cystectomie totale présente un recul dans 
’évolution puisqu’elle crée un cloaque— 
source de maux. 


ZUSAM MENFASSUNG 


In Faellen von Blasenpapillom bedeutet 
Blutung ein Warnungszeichen. Eine 
Blase, die einal ein Papillom gehabt hat, 
ist immer eine empfindliche Blase. Es ist 
ratsan, eine Zystoskopie in Abstaenden 
von ein oder zwei Jahren auszufuehren. 
Rueckfaellige Blasengeschwuelste beruhen 
haeufig auf den bei der Operation zurueck- 
gelassen Wurzeln oder Keimen der ur- 
spruenglichen Geschwulst. 

Fruehzeitige Diagnose und fruehzeitige 
radikale Behandlung ergeben befriedi- 
gende Resultate. Unter radikaler Behand- 
lung versteht man Entfernung einschlies- 
slich der Wurzeln. Das eigentliche Ziel 
erfolgreicher Behandlung liegt in der Ver- 
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huetung von Rueckfaellen. Da die Blasen- 
schleimhaut keine Lymphbahnen hat, ver- 
breitet sich die Geschwulst auf dem Wege 
unmittelbarer Ausdehnung in die Musku- 
laris hinein. Radium greift die Wurzeln 
an. Seine Anwendung ermoeglicht die 
Erhaltung der Blasenfunktionen. Die 
totale Resektion der Blase fuehrt zur 
Schaffung einer Cloaca und wirft uns in 
ein fruehes Entwicklungsstadium mit all 
seinen laestigen Begleiterscheinungen 
zurueck. 


RESUMEN 


La hemorragia es un signo de adver- 
tencia en el papiloma de la vejiga. Desde 
luego una vejiga con papiloma es siempre 
una vejiga vulnerable. Es aconsejable un 
estudio cistoscépico bianual a anual. 
Los tumores vesicales recurrentes son 
frecuentemente las raices o semillas que 
han sido dejados del neoplasma original. 

E] diagnéstico y el tratamiento radical 
tempranos dan resultados satisfactorios. 
El] tratamiento radical implica la extir- 
pacion de las raices. El] objetivo verdadero 
de la terapéutica satisfactoria es prevenir 
la recurrencia. Debido a la ausencia de 
linfaticos en la mucosa vesical, la difusién 
es por extensié6n directa en la musculosa. 
El radium ataca las raices, pudiendo 
preservarse con su uso la funcion vesical. 
La cistectomia total hace retroceder en la 
escala de la evolucién creando una cloaca, 
con sus males consiguientes. 


RIASSUNTO 


L’ematuria é spesso indice di un papil- 
loma della vescica. Una vescica che sia 
stata affetta da papilloma é sempre una 
vescica soggetta a riammalarsene; il che 
consiglia l’opportunita di controlli cisto- 
scopici annuali o biennali. 

I tumori recidivi della vescica si svilup- 
pano spesso sulle radici o sui semi lasciati 
in situ durante l’asportazione del tumore 
primitivo. 

Diagnosi e cura, purché precoci, danno 
risultati soddisfacenti. La cura, per essere 
radicale, deve distruggere le radici il che 
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previene la recidiva, obbiettivo principale 
di ogni terapia che miri al successo. Data 
l’assenza di linfatici nella mucosa della 
vescica, la propagazione avviene per in- 
vasione diretta della mucolare. 

Il radium attacca le radici, e col suo 
uso, viene preservata la funzione della 
vescica. La cistectomia totale, creando una 
cloaca, respinge il paziente addietro nella 
scala dell’evoluzione biologica, esponen- 
dolo inoltre alle note complicazioni. 


SUMARIO 


Em relacéo ao papiloma da bexiga, o 
sangramento é um sinal de aviso. Uma 
vez que uma bexiga contem um papiloma 
deve ser considerada como vulneravel. 
Exame cistoscopico é aconselhavel uma 
ou duas vezes por ano. Tumo6res vesicais 
recurrentes séo muitas vezes as raizes ou 
sementes do tumor original que foi 
deixado atraz. 

Diagnostico e tratamento radical 


DECEMBER, 1951 


prococes dao satisfatérios resultados. O 
tratamento radical implica a remocao das 
raizes. O real objectivo de eficiente tera- 
peutica é prevenir recurrencia. Devido 4 
ausencia de linfaticos da mucésa da 
bexiga, o alastramento é por diréta ex- 
tensao a muscularis. O radium ataca as 
raizes. Com seu uso a fungaéo da bexiga 
pode ser preservada. A cistectomia total 
empurra-nos para tras na escala evolu- 
tiva pela creacéo de uma cloaca com os 
perigos que as acompanham. 
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Current Conceptions of Nonsuppurative 


Labyrinthitis 
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der Neuman, Ruttin, Barany, Ur- 
bantschitz and Alexander, when sup- 
purative labyrinthitis was about all there 
was to worry about and a symptom of 
fistula was one indication for surgical 
destruction of the labyrinth, the change in 
thought and procedure decidedly gives 
pause. Otologists during the first World 
War tended to overestimate minor normal 
variations in labyrinthine reactions and 
established criteria that resulted in the 
rejection on physical grounds of many 
normal applicants for admission to the 
Aviation Corps. Otology has _ passed 
through the period of antrotomies for gas- 
trointestinal infections in children and the 
rediscovery of petrositis, which was over- 
emphasized and probably overtreated, 
surgically speaking, though the condition 
and its surgical treatment were described 
by Siebenmann of Hamburg in the 1890’s. 
Sulfa drugs and antibiotics have now 
relegated suppurative involvements to a 
minor role, and the stress today is on 
nonsuppurative conditions. There is much 
confusion of thought in this field, and a 
summing up of ideas on this subject would 
be of help to those who are deprived of 
access to large teaching centers. A num- 
ber of years ago, while I was serving as 
Navy Specialist in Otolaryngology, many 
problems arose. A questionnaire was pre- 
pared and sent to more than 175 repre- 
sentative otologists, and it proved of great 
benefit in estimating the value of the vari- 
ous treatments and procedures then in 
use. This paper is based on the replies. 
Labyrinthine Testing—Probably no 
greater change in any branch of labyrinth 
examination has taken place than the 
change in testing. The Hallpike-Caw- 
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thorne method has been generally accept- 
ed. It is performed with the patient 
prone and head elevated 30 degrees. The 
heat used is 44 C., the cold 30 C. The 
irrigating can is elevated 2 to 3 feet 
(60.96 to 91.44 cm.). The douching pe- 
riod is 40 seconds. The patient’s vision 
is fixed on a spot on the ceiling. Time is 
measured from the beginning of the test 
to the end of the nystagmus. Practically 
the only use of the turning test now is 
the cupula examination. With tympanic 
perforations ethyl chloride vapor is ad- 
vocated. Galvanic reactions apparently 
are never used. 

Otosclerosis—The one nonsuppurative 
condition concerning which there is gen- 
eral accord is otosclerosis, and the two 
outstanding workers in the United States 
are Lempert and Shambaugh. In Europe, 
Holmgren has limited all his work to oto- 
sclerosis; his untiring investigations kept 
this subject alive from the early work of 
Barany until the time of Sourdille. Hutch- 
inson presented the first successful case 
before the Royal Society of Medicine. 
Jenkins and Fraser before him had at- 
tempted similar operations, but without 
success. Hull of Edinborough and Popper 
of South Africa have done much in this 
field. Early attempts and technics led up 
to the multistage operation of Sourdille, 
simplified and perfected by Lempert. All 
are familiar with the work of these men, 
but it may be of interest to note that in 
Europe a great many otologists still use 
the retroauricular incision and often the 
two-stage technic of Sourdille. The points 
he stresses are the permanence of the 
fistula and the construction of a new 
typmanic system. He uses the retro- 
auricular approach, opening the mastoid 
with a gouge, and opens the lateral semi- 
circular canal and ampulla by rubbing it 
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down carefully with a flat scraper on the 
upper surface. The endosteum is removed 
by the Shambaugh technic, with preserva- 
tion of the incus. In selected cases, re- 
covery of hearing maintained for two 
years is achieved in 60 to 75 per cent of 
cases. Teamwork is essential, and it is 
questionable whether such a high inci- 
dence of recovered hearing can be reason- 
ably expected without it. One hears less 
of patch sclerosis and more of histologi- 
cally different areas which are most likely 
to be influenced by structural changes, 
such as the fistula ante fenestram which, 
according to Guggenheim, is a vestigial 
structure. Bast pointed out the styloid 
area as having a tendency to osseous 
changes. Lempert has reported otoscler- 


otic changes in the ossicles; he has also 
recognized a fulminating type of change. 
Age levels above 45 or 50 reduce the oper- 
ative indications, and marked cochlear 
disturbances are contraindicative, as is 
suppuration. 

Kopetzky’s ideas are somewhat at vari- 


ance. In his earlier pathologic studies 
he has reported many cases of asympto- 
matic otosclerosis. In his opinion, cochlear 
and vestibular dysfunction is amenable 
to therapy. He emphasizes the glandular 
factors, including the pituitary; also, he 
stresses histamine sensitivity, vitamin de- 
ficiencies, hematologic changes and the 
heritage of deafness. In this connection, 
although little has been written about it, 
the Rh factor has been called into ques- 
tion with regard to some otherwise un- 
explainable disorders of the internal ear. 
Though not actually intralabyrinthine, 
the work of Cawthorne in England, Tickle 
in this country, and Sullivan and others 
in Canada in repairing facial nerve dam- 
age in the canal is worthy of note. Basi- 
cally the work owes a great deal to Bal- 
ance and Duel. 

Tumors of the Acoustic Nerve.—These 
lesions, though eventually they require 
neurosurgical treatment, present so many 
otologic symptoms at first, coupled with 
their slow development and chronicity, 
that they are usually first observed by the 
otologist. Unilateral deafness, tinnitus 
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and vague vestibular symptoms are com- 
mon in many ear conditions, but involve- 
ment of other cranial nerves, corneal 
anesthesia, dizziness and nystagmus of 
the cerebellar type should put one on 
guard. A stereoscopic roentgenogram of 
the skull, particularly if planigraphic, 
may show enlargement of the internal 
auditory meatus and thus aid in arriving 
at a diagnosis. Other growths by exten- 
sion naturally will involve the petrous 
portion of the temporal bone and cause 
symptoms. Cushing’s sardonic comment, 
“Neurosurgeons miss the locations and 
otologists miss the tumors,” should not be 
applicable today. 

Neurolabyrinthitis—Symptoms of so 
many of these allied conditions approach 
in intensity those of classic Meniére’s dis- 
ease, with its deafness, tinnitus and ver- 
tigo, that differentiation is not easy. It is 
hard to distinguish an end-organ disease 
from a central disturbance. If toxic types 
are included in this category, all the toxic 
types must be considered. It is probably 
an axiom that the cochlear division of the 
eighth nerve is less resistant than the 
vestibular, so that cochlear symptoms, 
e.g., tinnitus and impaired function, will 
first attract notice. 

Certain well-known drugs and chem- 
icals, such as the cinchona group, the cali- 
cylic acid derivatives, the arsenicals and 
the antibiotic streptomycin, are generally 
known. The newer chemicals used in in- 
dustry, and even saccharine, may be a 
cause. Alcohol and tobacco cannot be 
overlooked; highly seasoned food is re- 
ported as a factor by otologists in New 
Orleans. Dental disorders are reported 
to be a common cause, and unrecognized 
sinus disease accounts for many cases. 
Pathologically, serous labyrinthitis prob- 
ably comes between toxic conditions and 
post-infections. It represents a coagula- 
tion of labyrinthine fluids but is reversi- 
ble. The Ramsey Hunt symptom is con- 
sidered by Lindsay to indicate toxic laby- 
rinthitis. Infectious diseases, such as 
meningitis, the more recently considered 
virus invasions, measles, German measles. 
influenza and mumps, are _ causative 
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agents, and meningoencephalitis of ty- 
phoid occurring in spite of vaccination is 
not to be ignored. Even smallpox vac- 
cinations occasionally crop up as a factor, 
and cases have been reported in which the 
condition followed inoculation to prevent 
typhus. Various conditions with protean 
manifestations, such as syphilis, multiple 
sclerosis and syringomyelia, must not be 
forgotten. Traumatic involvement of the 
labyrinth has become familiar to all 
through increasing industrialization and 
the experience of two world wars in one 
generation. Dr. Stacy Guild took up the 
question of ear protection from the stand- 
point of small arms; Dr. Samuel Watkins 
and I carried on experiments at the Naval 
Proving Ground at Indian Head with 
heavy guns during the first World War, 
and further work has been done by many 
others since that time. In working out 
the causes of deafness claimed to be serv- 
ice-connected or eligible for compensation, 
these factors must be intelligently evalu- 
ated. Concussions with little visible evi- 
dence of injury often disturb the function 


of the labyrinth for weeks or months. 
Grosser traumas involving the labyrinth, 
such as fractures, are more easily recog- 
nized and handled. Trauma due to noise, 
occupational deafness, is not uncommon, 


but more complete industrial studies 
should be made. 

Central Involvements.—Involvements 
extending into the brain stem were 
stressed in several communications and 
properly belong in this presentation. The 
nuclei of the ramus cochlearis and the 
ramus vestibularis, the cerebellar vestibu- 
lar nuclei, account for many conditions. 
Circulatory conditions in the striae vas- 
cularis are emphasized by many observ- 
ers. With regard to the cerebral rather 
than the vestibular area, the experiments 
of Herberts in Sweden with anaphylactic 
shock in guinea pigs are of interest. Ny- 
stagmus and other symptoms commonly 
accepted as vestibular took place after 
removal of both labyrinth and cerebellum 
and were considered due to release from 
the vestibular ganglia in the medulla and 
the pons. 


TRIBLE: LABYRINTHITIS 


Degenerative changes in the vascular 
supply or vascular accidents due to old 
age or hypertension, as well as meno- 
pausal or other glandular imbalances, are 
not uncommon and are widely known as 
causative factors. Symptoms attributed 
to an end organ may be central and not 
labyrinthine in origin, and some workers 
have gone so far as to consider all nystag- 
mus central rather than peripheral. 

Meniére’s Symptom Complex.—Prosper 
Meniére has attained immortality by pre- 
cipitating more arguments and causing 
more study of the inner ear and its func- 
tions than anyone in specialized medicine, 
with the possible exception of Koch in 
bacteriology. While Koch’s postulates are 
generally accepted and subject to proof, 
Meniére’s name has become a cloak to 
cover a multitude of diseases that have 
only one thing in common—vertigo. Ap- 
parently his first case was that of a pa- 
tient in a terminal stage of leukemia. 
His later work, however, shows a compre- 
hensive grasp of pathology and sympto- 
matology. In a later paper an attempt 
will be made to group and divide this 
amorphous mass in the terms of existing 
opinion. 

An attempt to define the pathologic 
character of Memiére’s disease has given 
rise to the term “hydrops of the laby- 
rinth.” Day and other observers have 
stressed the point that the condition is 
both vestibular and cochlear, and the 
pathologic sections so well shown by 
Lindsay and others demonstrate the patho- 
logic picture. Nager, however, has ob- 
served cases in which no hydrops and no 
ectasia can be observed. Madelain Brown 
has classed Meniére’s disease in the same 
group with migraine and suggested he- 
reditary elements. Nylin of Upsala clas- 
sified labyrinth disturbances into laby- 
rinthitis, retrolabyrinthitis and central 
labyrinthitis. As etiologic factors in peri- 
pheral involvement he mentions disturb- 
ances of circulation and secretion and 
the metabolism of salts, proteins, vita- 
mins, hormones and fluids. Among our 
workers, Day and Lindsay come immedi- 
ately to mind as exponents of a more or 
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less similar school of thought. A quite 
different approach is that of Miles Atkin- 
son, who has stressed the histamines and 
vitamins. Williams, at the Mayo Clinic, 
is collecting remarkable data on this sub- 
ject. In general, my impression is that 
allergy, unless intrinsic, was somewhat 
deprecated in England, continental Eu- 
rope, Australia, and South Africa, al- 
though here and in Canada it has been 
credited with a more important role. Some 
authors of the Italian school are convinced 
that circulatory anomalies with later 
sclerotic changes are a definite factor in 
causation. 

Some replies indicated belief that a vi- 
rus is responsible, not as a secondary 
manifestation or sequel but in the form of 
selective invasion. One reply (from Hono- 
lulu) stressed the poinnt that “waves” of 
patients with symptomatic Meniére’s dis- 
ease were being seen and reported that 
the condition prevailed in other offices at 
the same time. The hydrops school of 
thought would logically endeavor to cut 
down the fluid accumulation; sodium 
deprivation, therefore, is associated with 
Furstenberg and Lathrop, among others. 
But the work of Madelain Brown, in which 
she gave salt and added sodium bicar- 
bonate to increase the sodium ion concen- 
tration, with no detrimental or other ef- 
fects, leaves one in doubt. Miles Atkin- 
son, in his scholarly work, has made a 
good case for vitamins and allergies, but 
it seems that, on the whole, there is much 
confusion on the subject. 

A number of otologists, particularly the 
older ones, are convinced that routine ear 
treatment, topical applications and infla- 
tion of the eustachian tubes, with atten- 
tion to general health, will suffice. 

Were the conception of the pathologic 
picture limited to the apoplectic hemorr- 
hagic form described by Politzer, things 
would be simpler; there would be little to 
do and that little would be surgical, to 
relieve damaging pressure. It is logical, 
therefore, that in true cases of ectasia or 
hydrops so well illustrated in the slides of 
Lindsay and Day, surgical treatment is 
indicated. 
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In England destruction of a canal by 
alcohol injections after opening seems to 
be a fairly widespread procedure and is 
reported to be successful. Otherwise the 
most frequent method there seems to be 
ablation of an ampullar end, or the tear- 
ing out of parts of the membranous canal. 
Day’s_ electrocoagulation is the most 
widely accepted method here. He has 
reported that bilateral aural involvement 
is almost unknown, and in his opinion 
this is a refutation of the allergic theory. 
An operation similar to Day’s is destruc- 
tion of the membranous canal by a type of 
dental burr. Nylin has been carrying out 
a modification of Day’s operative proce- 
dure. 

Portmann’s drainage of the sac evi- 
dently has not proved satisfactory in the 
hands of others. 

There is lack of agreement with refer- 
ence to the tinnitus, which may persist 
after the procedures’ mentioned 
Operations for total destruction of both 
the cochlear and the vestibular apparatus 
are exemplified by the work of Dandy. 
His resection of the eighth nerve, par- 
tially or in toto, with preservation of the 
function of the cochlear part, was men- 
tioned in some of the replies, but appar- 
ently it is not used as frequently as for- 
merly, though it was reported from the 
University of Virginia to be in use. The 
last operation of Lempert, opening both 
the round window and the oval window 
to get rid of tinnitus as well as vertigo, 
has been well reported. 

The old operation of ossiculectomy for 
tinnitus has been modified and is per- 
formed in England. The Rosen type of 
operation on the tympanic plexus, with its 
easier surgical approach, has its advo- 
cates and would seem to be a simpler pro- 
cedure. It is interesting to note that years 
ago Crocket of Boston, among others, 
freed the foot piece of the stapes from the 
oval window or did an ossiculectomy for 
tinnitus. An approach through the sym- 
pathetic nervous system, in which one 
operates on the stellate ganglion to relieve 
vertigo and tinnitus, has been advocated 
by Garnett Passe. 
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A report from a Western naval hospital 
recorded the unexpected amelioration of 
tinnitus and vertigo in a hypertensive pa- 
tient who had undergone splanchnicec- 
tomy. 

Destruction of the labyrinth by strepto- 
mycin has been advocated, but the possi- 
bility of involvement of the central ner- 
vous system has caused it to go into dis- 
use. The so-called broad base shown by 
children in their walking after taking 
large doses demonstrates its effect on the 
inner ear. 

SUMMARY 


1. Great changes have taken place in 
otology since the sulfanilimides and anti- 
biotics became available. 

2. The increase in toxic agents and 
their added importance in modern life 
must be considered. 

3. The surgical treatment of otosclero- 
sis has been stabilized and conventional- 
ized. 

4. Distinction between peripheral and 
central nervous factors is difficult. 

5. A reconsideration and reclassifica- 
tion of the group of conditions classed as 
Meniére’s symptom complex is desirable. 


SUMARIO 


1. Grandes mudangas tem occorrido em 
otologia desde que as sulfamidas e os an- 
tibidticos foram utilizados. 

2. O aumento de agentes toxicos e sua 
importancia adicional na vida moderna 
devem ser considerados. 

3. O tratamento cirurgico da otosclero- 
se tem sido estabilizado e convencionado. 

4. A distingao entre fatores centrais e 
periféricos é dificil. 

5. A reconsideracgéo e reclassificacéo 
do grupo de condicées classificadas como 
syndrome de Meniére é recomendavel. 


ZUSAM MENFASSUNG 


1. Seit dem Aufkommen der Sulfanila- 
mide und der Antibiotika sind auf dem 
Gebiete der Ohrenheilkunde grosse Vera- 
enderungen eingetreten. 











TRIBLE: LABYRINTHITIS 





2. Die wachsende Anwendung’ von 
toxischen Stoffen und ihre Bedeutung im 
Leben unserer Zeit muss in Betracht 
gezogen werden. 

3. Die chirurgische Behandlung der 
Otosklerose hat festgefuegte und allge- 
mein anerkannte Formen angenommen. 

4. Die Unterscheidung zwischen peri- 
pheren und zentralen Faktoren ist 
schwierig. 

5. Eine Revision und Neueinteilung 
der als Meniére’scher Symptomenkomplex 
klassifizierten Krankheitszustaende ist 
wuenschenswert. 

RESUMEN 

1. Grandes cambios han tenido lugar 
en otologia desde que se dispone de sul- 
fanilamidas y antibioticos. 

2. Debe considerarse el aumento de 
agentes t6xicos y su importancia consi- 
guiente en la vida moderna. 

3. El] tratamiento quirtirgico de la 
otoesclerosis ha sido establecido y acor- 
dado. 

4. La distincién entre factores peri- 
féricos y centrales es dificil. 

5. Es de desearse una reconsideracién 
y reclasificacién del grupo de _ estados 
clasificados como complejo sindrome de 
Meniere. 

RIASSUNTO 


1. Chemioterapici ed antibiotici hanno 
indotto grandi cambiamenti in otologia. 

2. Bisogna tener conto dell’aumento 
degli agenti tossici e della loro accresciuta 
influenza nella vita moderna. 

3. La cura chirurgica dell’otosclerosi 
si svolge ormai su schemi ben stabiliti. 

4. Difficile la distinzione fra fattori 
centrali e fattori periferici. 

5. E’ opportuno un nuovo studio e una 
nuova classificazione del gruppo di con- 
dizioni patologiche classificate sotto il 
nome di sindromi di Meniére. 


RESUME 


1. Les sulfamidés et les antibiotiques 
ont amené de graves changements en 
otologie. 
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2. Il faut considérer l’importance des 4. Il est souvent difficile de faire une 
agents toxiques dans la vie moderne partie précise des facteurs centraux avec 
actuelle. les périphériques. 

3. On a stabilisé le traitement chirur- 5. Il serait désirable de considérer 4 
gical de l’oto-sclérose dans des données nouveau le syndréme de Méniére pour en 
conventionnelles. faire une classification nouvelle. 





Echoes of the Past 


XVII. RABELAIS, PHYSICIAN AND DRAMATIST 


A monumental work in the world’s great literature is Gargantua and Pantagruel, 
by Francois Rabelais. This masterpiece had great influence on subsequent French 
writers, among them Moliere, the great dramatist, who used a theme from Gar- 
gantua as the subject of his play Malade Imaginaire. 

Infrequently the scientific importance of Francois Rabelais is acknowledged 
by historians. Even as the fact that he entered the medical school at Montpelier 
in the cassock of a secular priest is little known. When Rabelais entered the 
university (Sept. 17, 1530) he was at least 40 years of age. To obtain a licen- 
tiate’s diploma he was required to hold lectures three months. He lectured there- 
fore on the Ars Parva of Galen and the Aphorisms of Hippocrates. 

During his university days Rabelais led the cheerful life of a typical student. 
He took part in the presentation of comedies and farces. He also wrote a satirical 
farce called The Man Who Married a Dumb Wife. Rabelais stayed only about 
eighteen months at Montpelier, although he continued on the list of faculty mem- 
bers. The exact reasons for the interruption of his studies are not known. It 
may have been due to the university regulations prescribing a period of practical 
training in medicine, since the study of theory alone did not fulfil the prerequisites 
for licensure. To obtain this practical training Rabelais became a resident physician 
in a hospital at Lyon. In 1532, he became the resident physician, he was a bachelor 
of medicine and a candidate for his license. 

After securing his hospital experience Rabelais became famous as a great man 
of medicine. He became personal physician to the Archbishop of Paris, Jean Du 
Bellay. He accompanied the Archbishop to Rome in 1535 and 1536. He returned 
to Montpelier to receive his doctor’s degree. Thereafter (1537 to 1538) he occupied 
one of the four chairs of medicine in the faculty. 

Because of his interest in literature and some of his tenets he was accused of 
heresy. If it had not been for the assistance of his patron Cardinal Du Bellay, 
he might have had a tragic ending. Through the Cardinal’s good office he became 
a parish priest at Saint Martin de Mendon, where he remained until his death at 
Paris (April 9, 1554). 

Francois Rabelais is considered a pioneer in the experimental method of teach- 
ing medicine. He devised surgical instruments and invented a traction apparatus 
for reduction of fractures of the femur. This appliance was the basic idea which 
Ambrose Paré adopted in the treatment of fractures. Rabelais’ knowledge of 
natural science and medicine awakened in him a respect for nature and the marvelous 
mechanism of the human body, which appears in all his writings. Although he 
often gave free rein to his gift for satire and the comic spirit in his writings, 
he was always cognizant of the great dignity which is, as he says, the outstanding 
ornament of medicine. 


—Bernard J. Ficarra, M.D., F.I.C.S. 
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Heterotopic Pregnancy With Tubal Abortion 


JOHN R. SPRAGUE, MLD., F.I.CS.,* anp 
EDWARD A. SPRAGUE, M.D., A.1.C.S.** 
ATHENS, OHIO 


ETEROTOPIC pregnancy is defined 
H as “a double pregnancy, one intra- 

uterine and the other extrauter- 
ine.”! There are two types of heterotopic 
pregnancy. One is the compound type “in 
which the extrauterine has preceded the 
intrauterine pregnancy, the former hav- 
ing become quiescent as the result of 
resolution or lithopedion formation. The 
combined type is one in which the preg- 
nancy occurs simultaneously in the intra- 
uterine and extrauterine portion of the 
female’s reproductive system.”! “This is 
actually a binovular twin growing in the 
tube, rarely on the ovary, with the other 
ovum growing normally in utero.’? The 
following case represents a combined type 
of heterotopic pregnancy. 


REPORT OF CASE 


On Sept. 6, 1950, a 21-year-old married 
white primipara complained of sudden severe 
pain in the lower part of the abdomen. She be- 
came nauseated and vomited several times. 
One of us (J.R.S.) saw her at the office and 
sent her to the hospital. Her last menstrual 
period had begun on June 27. It was normal 
and lasted five days. On August 25 a diag- 
nosis of pregnancy was made by one of us 
(J.R.S.). She had had the usual childhood 
diseases. There had been no operations, acci- 
dents or diseases of the female reproductive 
tract. The family history was irrelevant. 

Physical Examination.—The patient was in 
acute distress. Her temperature was 99.2 F.; 
pulse rate, 90; blood pressure in millimeters 
of mercury, 100 systolic and 70 diastolic; 
respiration rate, 22; red blood cell count, 
3,800,000 per cubic millimeters; hemoglobin, 
68 per cent; white blood cell count, 12,500 
per cubic millimeter, with 62 per cent 
polymorphonuclears; urine, normal. The ears, 
_ *Both authors are members of the Surgical Staff, Shelter- 
ing Arms Hospital, Athens, Ohio, and Mount Saint Mary 
Hospital, Nelsonville, Ohio, and consulting surgeons at the 
Athens State Hospital. 


**Lieutenant, U. S. Naval Reserve. 
Submitted for publication Sept. 19, 1951. 
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eyes and throat were normal. The heart 
was normal and the Jungs were clear. There 
was tenderness in the right lower quadrant 
of the abdomen. A bimanual examination re- 
vealed pain about the uterus, with extreme 
tenderness around the right tube. It was diffi- 
cult at this time to determine the size of the 
uterus, but a diagnosis of pregnancy had been 
made two weeks before. The preoperative 
diagnosis was ruptured ectopic pregnancy. 

Operative Technic.—On September 7, with 
the patient under ether anesthesia, a midline 
incision was made in the abdomen. Free blood 
and many clots were observed. The uterus 
was enlarged to the size of a three months’ 
pregnancy. The right tube had large blood 
clots in its fimbriated end. The tube was about 
3 cm. in diameter in its outer half. A small 
placenta, 2 cm. in diameter, lay outside the 
tube. A right salpingectomy was done. The 
peritoneum and fascia were closed with in- 
terrupted No. 2 chromic catgut sutures; the 
skin was closed with interrupted chromic 
triple 0 sutures. 

The postoperative diagnosis was intrau- 
terine pregnancy and ectopic pregnancy with 
right tubal abortion. The patient made an 
uneventful recovery and left the hospital on 
September 17. One of us (J.R.S.) assisted her 
in normal delivery of a girl weighing 7 
pounds and 8 ounces (3,401 Gm.) on April 
9, 1951. 


Review of the Literature.—Duverney* 
described the first case of combined preg- 
nancy in 1708, the diagnosis being made 
at autopsy. The patient died of a ruptured 
ectopic pregnancy from the tube at the 
third month. Since that time there have 
been, according to Derby and Miller,* 414 
cases. Gillian’s report® and this case 
bring the total to 416. 

Marten and Meyer® estimated the occur- 
ence of extrauterine and intrauterine 
pregnancy as 1 in 105 ectopic pregnancies. 
Since ectopic pregnancy occurs once in 
every 300 normal pregnancies, the inci- 
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dence of hetertopic pregnancy is 1 in 
30,000. Marten and Meyer® performed 
a hysterotomy on their patient. The fetus 
from the uterus was 3.7 cm. in length; 
the fetus from the tube measured 1.8 cm. 
They discussed the possibility of super- 
fetation. It could be assumed that the 
smaller fetus was the younger, but, be- 
cause of the heterotopic site, it might 
not have been predisposed to the normal 
rate of growth. 

King? collected 221 cases in which the 
duration of the intrauterine pregnancy 
was recorded and found 88 cases, or 70.4 
per cent, in which the pregnancy went 
to term. The duration of the extrauterine 
pregnancies, of which 125 were recorded, 
was as follows: 107, or 85 per cent, ter- 
minated in the first trimester; 7, or 6 per 
cent, terminated in the second trimester ; 
and 11, or 9 per cent, terminated in the 
third trimester, with 8, or 6 per cent, of 
the total proceeding to term. 

Moore and Sale* reported a case of 
extrauterine and intrauterine fetation 
observed conjointly with operation. The 
mother died, but the 2 children lived. The 
case was further distinguished by the 
fact that the intrauterine infant had con- 
genital syphilis, although the extrauterine 
infant was normal. 

DeVoe and Pratt,” after a study of the 
literature, reported that until 1940 the 
maternal death rate of such pregnancies 
was 19 per cent; but in the 69 cases studied 
by them from 1935 to 1948 the death rate 
was only 1.4 per cent. In their series 48 
patients, or 70 per cent, were multiparas. 
In 54 cases the average duration of the 
extrauterine pregnancies before abortion 
was estimated at seven and seven-tenths 
weeks. 

SUMMARY 


A case of heterotopic pregnancy with 
tubal abortion is described, with a brief 
review of the literature. 

Although heterotopic pregnancy is rare, 
is must be considered in all cases in which 
a diagnosis of ectopic pregnancy has been 
made, especially if there is no vaginal 
bleeding and/or the uterus is enlarged. 
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RESUME 


On décrit un cas de grossesse hétéro- 
topique avec avortement tubaire et on fait 
un résuméde la littérature. Quoique la 
grossesse hétérotopique soit rare, elle doit 
étre considérée chaque fois qu’un diag- 
nostic de grossesse ectopique a été posé, 
spécialement s’il n’y a pas d’hémorragie 
vaginale et /ou que |’utérus est augmenté 
de volume. 

ZUSAM MENFASSUNG 


Es wird ein Fall von _ heterotoper 
Schwangerschaft mit Tubenabort _be- 
schrieben und ein kurzer Ueberblick 
ueber die Literatur gegeben. Trotz des 
seltenen Vorkommens heterotoper 
Schwangerschaft muss an diese Moeg- 
lichkeit in allen Faellen, wo die Diagnose 
einer extrauterinen Schwangerschaft ge- 
stellt worden ist, gedacht werden, be- 
sonders wenn keine Vaginalblutung vor- 
liegt oder die Gebaermutter vergroessert 
ist. 

RIASSUNTO 


Viene descritto un caso di gravidanza 
ectopica con aborto tubarico, e passata 


brevemente in rassegna la _ letteratura 
sull’argomento. 
Benché la gravidanza tubarica sia 


rara, essa deve venir presa in consider- 
azione ogni volta che si fa la diagnosi di 
gravidanza ectopica, in particolare se non 
vi @ emorragia vaginale e se l’utero é 
ingrossato. 


RESUMEN 


Se describe un caso de prefez hetero- 
topica con aborto tubario, revisandose 
sucintamente la literatura. Aunque la 
prefiez heterotépica es rara, debe con- 
siderarsele en todos los casos en los que 
se haya hecho diagndstico de _ prefiez 
ect6pica, especialmente sin hemorragia 
vaginal o titero c ecido. 


SUMARIO 


Um caso de prenhéz heterotopica com 
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aborto tubario é descrito, com uma rapida 
revisao da literatura. Ainda que a pren- 
héz heterotopica seja rara, deve ser con- 
siderada em todos os casos nos quais o 
diagnostico de prenhez ectépica tem sido 
feito, especialmente si nao ha hemorragia 
vaginal e si o ute o esta ou nao aumentado 
de volume. 
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Intracardiac Valvular Surgery for Congenital 
Pulmonary Stenosis and Acquired Mitral Stenosis 


EGBERT H. FELL, M.D.,* F.A.CS. 
CHICAGO 


planned and carried out valvular sur- 

gical intervention on the human heart. 
Doyen had a special tenotome made to in- 
cise the pulmonary valve in a 20-year-old 
patient suffering from a congenital cya- 
notice cardiac condition. The patient died 
a few hours after the operation. Doyen 
also “studied the operative technique 
which would be proper for the frequent 
stenosis of the mitral valve.” Tuffier 
stated, “It is new techniques that we 
must look to in order to intervene on 
the heart and aorta for relief of stenosis 
of the aortic canal.” He explored the 
mediastinum of a 26-year-old man with 
aortic stenosis and stated, “It was easy 
to explore the orifice index.” This he did 
by pressure on the wall of the aorta with 
the index finger, downward to the valve. 
At this exploration he was not able to 
penetrate into the stenotic area but did 
describe its pathologic character as pal- 
pated through the wall of the aorta. Later, 
Tuffier accomplished dilatation of the 
stenosed aortic valve in the aforemen- 
tioned manner with satisfactory results. 

A number of surgeons attempted to by- 
pass surgical intervention by using 
venous and arterial grafts to relieve 
stenosis of the mitral and aortic valves. 

In 1924 Cutler, Levine and Beck re- 
ported extensive research in mitral 
stenosis and clinical attempts at its relief. 
Their review of the literature was ex- 
tensive, and their unhappy results were 


[: 1913 Drs. E. Doyen and T. Tuffier 


*Attending Surgeon at the Presbyterian and Cook County 
Childrens Hospitals; Clinical Associate Professor of Surgery, 
University of Illinois; Consultant in Cardio-Vascular Surgery, 
Mount Sinai Hospital, Chicago. 

From the Presbyterian Hospital; the Hektoen Institute of 
Medical Research, and the Childrens Department of the 
Cook County Hospital. The study was supported by a 
grant from the Galter Foundation. 

Read at the Sixteenth Annual Assembly of the United 
States Chapter, International College of Surgeons, Chicago, 
Sept. 11, 1951. 

Submitted for publication Sept. 11, 1951. 


discouraging to others interested in this 
problem. 

In 1925 Souttar reported direct attack 
on the mitral valve by approaching the 
valve through the left auricular appen- 
dage and dilating the stenosed orifice with 
the index finger. The operation was of 
benefit to the patient. Thus, for many 
years, the importance of valvular lesions, 
experimental and pathologic, has been of 
keen interest to the medical profession, 
and attempts to relieve patients with these 
severely crippling diseases have been 
sincere and bold. 

Stenosis of the Pulmonary Valve.—A 
deficient flow of blood to the lung may 
be caused by valvular stenosis or atresia 
of the pulmonary valve and may be asso- 
ciated with other anomalies of the heart, 
such as the tetralogy of Fallot, tricuspid 
atresia or an interauricular septal defect. 
Realizing the severe need for oxygen in 
patients with the tetralogy of Fallot and 
the importance of a patent ductus arter- 
iosus for maintaining life, Dr. Helen 
Taussig encouraged Dr. Blalock to create 
an artificial ductus for these handicapped 
persons. The dramatic results have stim- 
ulated interest and extensive research in 
both congenital and acquired heart dis- 
eases. Potts, Smith, Doyen and Brock 
have likewise contributed greatly to the 
treatment of this condition. It is widely 
recognized now that if valvular stenosis 
is present the procedure of choice is the 
Doyen-Brock valvotomy. Brock, Bailey 
and their associates recommended direct 
attack on the infundibular types of pul- 
monary stenosis (Fig. 1) rather than the 
performance of a shunt operation such as 
the Blalock or the Potts-Smith procedure. 

The diagnosis of deficient blood flow 
to the lung can be made whether or not 
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Fig. 1—A, photograph of a model made directly from an autopsy specimen, showing the infundibular 


type of stenosis associated with the tetralogy of Fallot. 


Valvotomy is of no benefit. 1, stenosed 


infundibular region and pulmonary artery; 2, hypertrophied right ventricular wall; 3, aorta; 4, left 


ventricular wall; 5, interventricular septal defect. 
1, stenosed valve cut across, showing the small opening 
Above the valve is seen the post-stenotic dilated pulmonary artery. 2, 


congenital pulmonary valvular stenosis. 
in the center of the valve. 


bulging hypertrophied wall of the right ventricle. 


this deficiency is associated with cyanosis. 
Cyanosis is not present in a patient with 
stenosis of the pulmonary valve and an 
otherwise normal heart; cyanosis is pres- 
ent in varying degrees if the condition is 
associated with an interventricular or an 
interauricular septal defect. 

Pulmonary valvular stenosis associated 
with an interauricular septal defect may 
or may not be accompanied with cya- 
nosis. The degree of stenosis determines 
the severity of the symptoms. The essen- 
tial observations are those characteristic 
of the tetralogy of Fallot, except that 
there is usually a loud systolic murmur 
in the pulmonary valve area, and a post- 
stenotic dilatation of the pulmonary ar- 
tery as revealed by roentgenographic and 
fluoroscopic studies. The lung fields are 
deprived of the normal blood supply. 





B, model of an autopsy specimen in a case of 


3, aorta. 4, wall of left ventricle. 


Cardiac catheterization is of great help 
in preoperative diagnosis of this lesion. 
The Brock valvotomy is the operative 
procedure indicated. 

I have encountered pulmonary valvular 
stenosis without a septal defect (Fig. 2) 
in patients 5 to 21 years of age. Patients 
with this condition are not cyanotic and 
the peripheral arterial oxygen content is 
normal, for the blood that has passed 
through the stenosed valve is normally 
oxygenated, and, as in the aforementioned 
problems, is not mixed with venous blood. 
The disability depends on the degree of 
stenosis and on whether or not there is 
an anomalous blood supply to the lungs 
by way of a patent ductus or other vessels. 
The patients are usually thin and easily 
fatigued. Roentgenograms reveal an en- 
larged right ventricle and an extremely 
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Fig. 2.—Angiograms of pulmonary valvular stenosis (no septal defects). The two right oblique 
angiocardiograms, those of a 21-year-old woman, were taken one-half second apart. The diodrast 
is seen passing through the superior vena cava to the right auricle; the shadow of the tricuspid 


valve is seen, and the right ventricle contains dye. 


The infundibular region in angiogram A appears 


stenosed and has an hour-glass configuration. The shadow of the pulmonary valve and the markedly 

dilated pulmonary artery are seen. Angiogram B shows the infundibular area filled with dye and 

offers a good demonstration of the poststenotic dilatation of the pulmonary artery. The importance of 

multiple angiograms taken in rapid succession is well demonstrated. S.v.c., superior vena cava; 

R.a., right auricle; T.v., tricuspid valve; R.v., right ventricle; Inf., infundibular area; P.v., pulmonary 
valve; P.a., pulmonary artery. 


dilated first portion of the pulmonary 
artery but an “anemic-appearing” lung 
field. The electrocardiogram shows hyper- 
trophy of the right ventricle. Angiocard- 
iograms are an aid in identifying the 
pathologic condition (Fig. 3). Cardiac 
catheterization is of benefit for preoper- 
ative diagnosis and is essential in dif- 
ferentiating between this lesion and one 
associated with the interauricular septal 
defect not accompanied by cyanosis. Pres- 
sure studies during catheterization show 
an increase in the systolic pressure of the 
right ventricle to as high as 170 mm. of 
mercury and a sudden drop of systolic 
pressure in the pulmonary artery to 11 
mm. of mercury. My associates and I en- 


countered this in a girl 11 years of age. 
The required operation is valvotomy. To 
date (Fig. 4), 14 valvotomies have been 
performed without a death and with in- 
creasingly satisfactory results. 

Mitral Stenosis —In 1902 Sir Lauder 
Brunton wrote, “Mitral stenosis is not 
only one of the most distressing forms 
of cardiac disease, but in its severe forms 
it resists all treatment by medicine... . 
The risk which an operation would en- 
tail naturally makes one shrink from it, 
but in some cases it might be well worth- 
while for the patients to balance the risk. 

“The first question that arises is 
whether the mitral orifice should be en- 
larged by elongating the natural open- 
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ing or whether the valves should be cut 
through their middle at right angles to 
the normal opening. I think there can be 
little doubt that the former would be the 
better plan, but the latter is the more 
easily performed. 

“The good results that have been ob- 
tained by surgical treatment of wounds 
in the heart emboldens one to hope that 
before very long similar good results may 
be obtained in cases of mitral stenosis.” 


Cutler, Levine and Beck in 1924, 
Smithy in 1950, and others have demon- 
strated that cutting the stenosed valves 
(Fig. 5) “in the middle at a right angle 
to the normal opening’, or removing a 
portion of the valve at this site, causes 
mitral regurgitation, which is not bene- 
ficial to the patient. Souttar, Bailey, 
Glover and O’Neill have demonstrated 
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(Fig. 6) the validity of Brunton’s opin- 
ion that the best plan for surgical inter- 
vention would be to “elongate the natural 
opening.” Bailey applied the term ‘‘com- 
missurotomy”, Harkens the term ‘“valv- 
uloplasty”. Their objective—to elongate 
the natural orifice—is the same, though 
the technical manner in which this is ac- 
complished varies slightly. The procedure 
is proving satisfactory for relief of this 
“most distressing cardiac disease which 
resists all treatment of medicine.” 


Mitral stenosis is a late complication 
of rheumatic fever or allied diseases. If 
surgical intervention is to be attempted, 
there must be no evidence of rheumatic 
fever or intravascular infection. Mitral 
stenosis must be the predominant lesion 
as manifested by hypertension of the pul- 
monary artery and hypertrophy of the 


a) 


~sPotts-Riker dilator. 


Fig. 3.—Drawings to show the use of the Potts-Riker instruments in performing the Doyen-Brock 
pulmonary valvotomy. Fourteen operations have been performed without a death and with satis- 
factory results. 
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Fig. 4.—A, photograph taken from the ventricular side of the mitral orifice, showing some of the 
difficulties of the ventricular approach as used by Cutler and others. Cutler caused insufficiency to 


develop by removing a segment of the valve. Injury to the papillary muscles was difficult to avoid. 

B, photograph of stenosed mitral valve taken from the auricular side. The valve is transluminated 

and shows the fishmouth opening and the commissures. Bailey and his associates have shown that 

division of the commissures brings dramatic relief. The close proximity of the aorta is seen. Injury 

to the septum between the valves is fatal. The lateral commissure is divided to the lateral myocardium; 
the medial commissure is partially divided. 


left auricle and the right ventricle. Clin- 
ically, pulmonary hypertension may be 
manifested by dyspnea, hemoptysis and 
cardiac decompensation. The electrocard- 
iogram shows right ventricular strain and 
hypertrophy. Smithy, Bailey, Glover, 
Harkens and others have shown that op- 
eration on young adults yields the most 
satisfactory results if there is no disease 
of the other valves and if the patient 
has a good cardiac muscle reserve. Dr. 
James Campbell and his associates in 
the department of cardiovascular physi- 
ology at the Presbyterian Hospital have 
calculated muscle function and muscle re- 
serve by cardiac catheterization studies. 
These calculations are most helpful in 
diagnosis and prognosis. 

The technic employed in this hospital 


is a combination of the Souttar, Bailey, 
Glover and O’Neill and Harken methods 
(Fig. 7). The amputated auricular ap- 
pendage is examined for thrombi. In 3 
patients mural thrombi were observed, 
firmly attached to the wall of the auricle. 
It is believed wise to permit blood to 
flow from the auricle for a fraction of a 
second before inserting the finger, thus 
allowing thrombi to be liberated into the 
chest wound rather than pushed into the 
blood stream. The Bailey knife is carried 
into the left auricle with the right index 
finger by way of the left auricular appen- 
dage; the valve is carefully palpated, and 
the size of the lumen, as previously deter- 
mined by cardiac catheterization, is tested 
by the distal end of the examining finger. 
In 6 of the 7 patients operated on, the 
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commissure was readily palpated and 
could easily be divided by finger pressure 
in line with the commissue to the cardiac 
wall and medially for a few millimeters, 
allowing two and a half to three times the 
space required to admit the operating 
finger. In the seventh patient the com- 
missure was obliterated by hard scar tis- 
sue and calcium deposits. Use of the 
knife, however, produced a 4 mm. incision. 
This was extended by finger pressure to 
allow an increase of two and one-half 
times in the size of the original orifice. 

The 6 patients in whom the valves were 
easily opened also had cardiac reserves 
ranging from poor to good. They have 
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made excellent recoveries. The seventh 
patient, edematous for six months and 
bedridden for one and one-half years, 
and with no cardiac reserve, died five 
days after the operation. The impor- 
tance of cardiac muscle reserve was again 
confirmed. Microscopic studies of the am- 
putated auricular appendages in all cases 
showed hypertrophy of the heart muscle 
fibers. Rheumatic endocarditis was pres- 
ent in 2 specimens; mural thrombi were 
present in 3. 

From my limited experience and from 
studying the results of others, I agree 
with Brunton that the risk is definite 
but is worth taking for the young patient 


Fig. 5.—Souttar-Bailey procedure for commissurotomy of a stenosed mitral valve. The 
finger and knife are inserted into the left auricle; a purse-string suture is drawn about the 
base of the amputated auricular appendage, and the Bailey knife is carried between a 


double gloved finger. 


The valve is examined by the finger, the size of the mitral orifice 


determined and any associate pathologic change observed. The commissures are palpated 
and usually are easily divided by finger pressure; if not, the knife is used. 
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disabled by mitral stenosis. It is hoped 
that, in the future, prophylaxis and im- 
proved medical treatment of patients with 
early acute rheumatic fever will prevent 
the development of these acquired valvu- 
lar lesions of the heart. 


RESUME 


L’auteur, aprés avoir passé briévement 
en revue l’historique de la chirurgie des 
valvules intracardiaques, en discute son 
usage pratique pour la sténose congénitale 
pulmonaire et la sténose mitrale acquise. 
Comme conclusion, il recommande d’en 
prendre la risque chez les sujets jeunes 
méme si le risque est grand. 


ZUSAM MENFASSUNG 


Nach einem kurzen Ueberblick ueber 
die Geschichte der Herzklappenchirurgie 
eroertert der Verfasser ihre Anwendung 
bei angeborener Pulmonalstenose und bei 
erworbener Mitralstenose. Er kommt zu 
dem Schluss, dass bei der letzteren Er- 
krankung der Eingriff zweifellos ein 
Risiko bedeutet, dass man dies aber in 
Faellen von jungen Patienten in Kauf 
nehmen sollte. 


RESUMEN 


Se presenta una breve revista histé6rica 
de cirugia valvular intracardiaca, discu- 
tiéndose su aplicacién a la estenosis pul- 
monar congénita y la mitral adquirida. 
Se concluye que, aun cuando la operacién 
tiene en la estenosis mitral adquirida un 
riesgo definido, este deberia afrontarse 
en el caso de un paciente joven. 


RIASSUNTO 


Dopo una breve introduzione storica 
sulla chirurgia valvolare intracardiaca, 
1’A. ne discute la pratica applicazione 
nella cura della stenosi congenita della 
polmonare e della stenosi acquisita della 
mitrale. Conclude che l’operazione per tale 
ultima malattia é rischiosa, ma tale rischio 
deve essere corso nel caso di pazienti in 
giovane eta. 
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Rapida reviséo da cirurgia valvular 
intracardiaca é apresentada com discussao 
ulterior de suas aplicagdes 4 estendse pul- 
monar congenita e estenose mitral ad- 
quirida. O autor conclie que o risco deve 
ser tomado em caso de paciente joven 
emboéra a estendse mitral adquirida seja 
um definido risco. 
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It is a misfortune that men can seldom be possessed of one kind of talent 


without desiring to belittle others. If they are cunning, they cry down force; if 
geometers or physicians, they write down poetry and eloquence; and men of the 
world, who do not imagine that they who excel in one kind can be ill judges of 
another order of talent, allow themselves to be prejudiced by their pronouncements. 


So, when metaphysics or algebra are fashionable, it is the metaphysicians or the 
algebraists that make the poets’ and the musicians’ reputations; or contrariwise: 
the ruling spirit makes the rest amenable to its jurisdiction and generally to its 


misjudgments. 


The world is full of men who impose on others through their reputation or 
their wealth: if they admit us to a nearer view we pass at a bound from curiosity 
on their account to contempt, as sometimes a man is cured in a moment of his in- 
clination for a woman whose favor he has eagerly besought. 

—VAUVENARGUES 








Perforated Bowel with Inguinal Hernia 
SIDNEY VERNON, M.D., F.A.C.S., F.I1.C.S. 


MANCHESTER, CONNECTICUT 


correction to avoid the acute sur- 

gical emergency that may arise as 
a complication. Incarceration or strangu- 
lation are frequent complications of 
hernia. Perforation of the bowel compli- 
cating a hernia, resulting from a blow 
to the abdomen, is relatively uncommon 
and may fail to be recognized because 
the possibility is not considered. Only 36 
such cases have been previously reported. 

Perforation has also occurred in at- 
tempts to reduce incarceration or after 
direct trauma to the hernia. About 100 
such cases have been reported. 

This paper reports a case of perfora- 
tion of the bowel following a blow to the 
abdomen in a patient with a hernia of 
ten years’ duration. Perforation was in- 
directly related to the impact. It is pre- 
sented as the thirty-seventh reported 
case. 


A PATIENT with a hernia needs 


REPORT OF CASE 


Mr. D.R.D., aged 70, was seen at home 
on April 8, 1951, at 7:30 p.m., complaining 
of abdominal pain. He was groaning and 
held himself in the knee-chest position to ob- 
tain relief. The abdomen was rigid. He was 
removed to the hospital. 

The patient had had a hernia for about ten 
years, which was easily reducible and did not 
interfere with his occupation (that of a 
cabinetmaker). The hernia was larger when 
the bladder was full. 

About twenty-six hours before admission 
the patient had been standing at a bar. Two 
persons were scuffling; one was thrown, strik- 
ing the patient in the abdomen with his head. 
The patient was immediately seized with 
pain. He left and found a hotel, and a doc- 
tor was called who manipulated the hernia and 
prescribed medication. The patient spent a 
sleepless night. At about noon the next day 
he made his way painfully to a bus station. 


After telephoning his daughter, he was 
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brought 30 miles to her home. A physician 
was called, and the patient was removed to 
the hospital. 

Examination showed the patient to be pale 
and thin. He was in acute abdominal pain. 
The heart and lungs were normal. The blood 
pressure in millimeters of mercury was 90 
systolic and 60 diastolic. The abdomen was 
rigid, and some edema was observed in the 
left groin. He was given 1,000 cc. of 5 per 
cent dextrose in physiologic solution of sod- 
ium chloride by vein, which brought his blood 
pressure to 130 systolic and 80 diastolic. He 
was taken to the operating room, and a trans- 
fusion was started. With the region under 
spinal anesthesia, a left inguinal incision was 
made and the large hernia sac opened, dis- 
closing an edematous dark grey lining. Serous 
fluid issued freely from the abdominal cavity. 
On withdrawal of the intestine a perfora- 
tion of the ileum was noted. The operative 
incision was enlarged and the entire intestine 
examined. No additional perforation was ob- 
served, but loops of jejunum and ileum were 
dilated and edematous and covered with 
fibrinous exudate. Normal loops of bowel were 
observed in the right side. 

The perforation was closed transversely 
with fine chromic catgut. An enterostomy 
(Witzel) tube was placed proximal to the 
point of perforation and brought through the 
omentum and to the surface through a stab 
wound above the incision. The peritoneal 
cavity was closed, and the left testicle and 
spermatic cord were removed. The wound 
was packed with iodoform gauze and partial 
closure of the skin accomplished with steel 
sutures. 

After operation, a gastric (Levine) tube 
and the enterostomy tube were attached to 
a suction apparatus. Parenteral fluids and 
antibiotics, 2 Gm. of streptomycin and 
2,000,000 units of penicillin, were given daily. 
Streptomycin was discontinued on the sixth 
postoperative day, and penicillin was reduced 
to 1,000,000 units a day. The temperature 
dropped below 100 F. on the fourth post- 
operative day and remained about 99 F. 

Gastric suction was discontinued on the 
fifth day. The ileostomy tube was used alter- 
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nately for infusion of nutrient fluid and for 
decompression. On the eighth day the tube 
was clamped off for several days and re- 
moved. On the twenty-second postoperative 
day the temperature suddenly rose to 101 F. 
and the patient complained of pain in the 
right subcostal area. Antibiotics were started; 
roentgen examination revealed a large sub- 
phrenic abscess. This was evacuated through 
an anterior incision on May 2, about 1,000 cc. 
of pus being removed. Culture showed E. 
coli, sensitive to terramycin. The temperature 
came down to normal by May 5 and remained 
normal throughout the patient’s stay in the 
hospital. Packing and drains placed in the 
abscess cavity were successively removed in 
the next week, and the patient was dis- 
charged on May 16. 

He returned for outpatient care. The in- 
guinal wound healed firmly. A roentgenogram 
on June 30 showed the sinus in the right 
upper abdominal quadrant to be about 9 cm. 
long and about 3 to 4 mm. in diameter, with 
a slight dilatation at the deep end. Strepto- 
kinase-dornase was instilled in the sinus 
daily, and aluminum powder was dusted on 
the skin around the sinus. 

The patient was seen in September, when 
it was noted that the sinus in the right upper 
quadrant was fully healed. An_ incisional 
hernia was noted at the scar in the left 
inguinal region. This hernia was repaired on 
October 3, and the patient was discharged 
on October 7. 

COMMENT 


Roentgen study revealed some evidence 
of perihepatic cellulitis within a week 
after operation, despite massive doses of 
antibiotics. These were withdrawn when 
a normal temperature was obtained. The 
prolonged use of streptomycin was avoided 
because of the possibility of neural dam- 
age. It is questionable whether continu- 
ous use of antibiotics could have pre- 
vented the formation of the abscess. 

Sacrificing the testicle and removing 
the spermatic cord, which would slide in 
and out of the wound, permitted firm 
healing to occur. The patient is accepting 
retirement and will avoid physical effort. 

Perforation of the bowel associated with 


VERNON: PERFORATION OF BOWEL 


hernia was reported by Aird! in 1937. 
He reported 3 cases, bringing the total 
to 33, and an additional case in which 
direct trauma was caused by a truss. 
Other cases* have since been reported. 
This condition occurs in muscular men 
over 50 years of age and has not been 
observed in women. It has been reported 
only in cases of inguinal hernia. One 
theory of the mechanism (attributed to 
Bunge) states that sudden increase in 
intra-abdominal pressure caused by a 
blow against the abdomen is transmitted 
through the intestines and the pressure 
within the lumen is increased. The bowel 
wall within the abdomen is well supported 
and resists rupture except for that portion 
which lies against the hernia sac. The 
assumption is that the sudden protrusion 
of a portion of the bowel wall like a glove 
finger through the neck of the hernia 
sac ruptures the bowel at that point. 

Another theory is that the small bowel 
may be fixed in position between two 
points, such as the ileocecal valve and the 
neck of the hernia sac. The bowel thus 
fixed is suddenly stretched by a change 
in posture, and may be ruptured by the 
excessive strain. Another point of fixa- 
tion may be the ligament of Treitz and 
a hernia sac; or it may even be the root 
of the mesentery and the neck of the 
hernia sac. A _ peritoneal fold (Lane’s 
kink) may fix the terminal portion of the 
ileum on the right side. This may explain 
the greater frequency of perforation with 
the right-sided hernia. 

The soiled surface of the hernia sac 
and the profuse exudate in the abdominal 
cavity led to intestinal examination. There 
may be cases in which a rectus incision 
will give better opportunity for adequate 
exploration. This would logically follow 
a preoperative diagnosis of ruptured 
viscus. 

SUMMARY AND CONCLUSIONS 


Perforation of the bowel complicating 
hernia is presented as the thirty-seventh 
reported case. The patient’s course is 
described to show the problems encoun- 
tered. Theories of the causative mecha- 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


nism are offered. Intestinal perforation 
must be considered possible when a sur- 
gical emergency occurs in association with 
inguinal hernia. 


RESUME ET CONCLUSIONS 


L’auteur rapporte le 37e cas de per- 
foration intestinale comme complication 
herniaire. L’évolution du cas est rap- 
portée en détail pour illustrer les diffi- 
cultés encourrues. I] résume la principale 
théorie causale. On doit envisager la 
possibiliteé d’une perforation intestinale 
toutes les fois qu’il s’agit d’une urgence 
de hernie inguinale. 


ZUSAMMENFASSUNG UND SCHLUSSFOLGERUNGEN 


Es wird ein Fall von Darmperforation, 
die als Komplikation eines Bruches auf- 
trat, vorgestellt. Dies ist der siebenund- 
dreissigste in der Literatur berichtete 
Fall dieser Art. Die auftretenden Prob- 
leme werden an Hand des Krankheits- 
verlaufes beschrieben. Theorien zur Er- 
klaerung des ursaechlichen Mechanismus 
werden unterbreitet. Wenn im Zusammen- 
hang mit einem Leistenbruch ein chirur- 
gischer Notzustand auftritt, muss an die 
Moeglichkeit einer Darmperforation ge- 
dacht werden. 


RESUMEN Y CONCLUSIONES 


Se presenta un caso de perforacién 
intestinal complicando hernia, conside- 
randolo el trigésimo séptimo dado a 
conocer. Se describe la evolucién para 
mostrar los problemas que se presentaron. 
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Se mencionan las teorias del mecanismo 
causal. Debe considerarse posible la per- 
foracién intestinal cuando ocurre una 
emergencia quirirgica asociada con 
hernia inguinal. 


CONCLUSIONI RIASSUNTIVE 


Viene riferito un caso di perforazione 
intestinale complicante un’ernia, il 37° 
della Letteratura. Descritta per esteso la 
osservazione in modo da illustrare i 
problemi incontrati e riportate le varie 
teorie etiopatogenetiche, 1’A. conclude col 
suggerimento di pensare alla possibilita 
d’una perforazione intestinale ogni volta 
che insorga una sindrome addominale 
acuta in un paziente affetto da ernia in- 
guinale. 


SUMARIO E CONCLUSOES 


Perfuracaéo de intestino complicando 
hernia é apresentada como o trigésimo 
setimo caso relatado. A sequencia do 
paciente é descrita para mostrar os 
problemas encontrados. Teorias do meca- 
nismo causador sao oferecidas. A _per- 
furacéo intestinal deve ser considerada 
possivel quando uma emergencia cirur- 
gica océrre em associacéo com hernia 
inguinal. 
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Dromoran” In General Surgery 


FRED J. CRESCENTE, M.D.** 
PATERSON, NEW JERSEY 


stant problem in all branches and 

specialties of medicine. The sur- 
geon, in addition to performing his oper- 
ations with skilled technic, must protect 
his patients from painful discomfort fol- 
lowing the operation. Analgesia, however, 
should not be attained at the expense of 
maintaining normal physiologic functions, 
such as (1) adequate nutrition aided by 
good appetite and the absence of nausea 
and vomiting; (2) satisfactory elimina- 
tion, without distention of the bowel, con- 
stipation or urinary retention, and (3) a 
cooperative mental and emotional attitude, 


A DEQUATE relief of pain is a con- 


without undue sedation or disorientation. 


All of these features, plus adequate relief 
of pain, contribute toward the smoothness 
of convalescence and minimize the period 
of hospitalization. 

Recently the new analgesic, Dromoran* 
(2-hydroxy-N-methyl morphinan), has 
been introduced. Its chemical composition 
resembles that of morphine, as can be 
seen from the following structural for- 


2 ron 


CH, 


($< 


Dromoran is completely synthetic! and is 
not an opium derivative as are the other 
available analgesics resembling morphine. 


The analgesic potency and safety mar- 
gin of Dromoran in animal studies? were 


*Supplied by Hoffman-LaRoche, Inc., Nutley, N. J., 
through the courtesy of Thomas C. Fleming, M.D. 
**Associate Attending Gynecologist, Paterson General Hos- 
pital; Associate Attending Surgeon, Hope Dell Hospital. 
Submitted for publication Aug. 10, 1951. 


encouraging and have led to an extensive 
clinical evaluation of the drug during the 
past two years.* Particular interest has 
been focused on the surgical field. Cur- 
reri‘ described its usefulness in the relief 
of pain following thoracic operations. 
More recently, Stoelting, Theye and Graf* 
at the University of Indiana, and Keut- 
mann and Foldes*” at the University of 
Pittsburgh—both groups from the depart- 
ments of anesthesiology—have attested 
to the commendable features of Dromoran 
used preoperatively and postoperatively. 
These investigators have indicated the 


superiority of Dromoran in the relief of 
pain as compared to morphine, dilaudid 
and demerol. 

Present Study—The purpose of the 
present series was not to repeat such 
comparative studies but to gain experience 


with the use of this new analgesic in a 
general surgical practice. The 75 patients 
were unselected and taken serially from 
daily office and hospital cases. Standard 
routine procedures were not altered ex- 
cept for the introduction of the use of 


MORPHINE 


Dromoran as the postoperative analgesic 
agent. In evaluating the results particular 
attention was paid to maintenance of the 
normal physiologic functions previously 
discussed. 

Dromoran was employed as the anal- 
gesic agent in the following major opera- 
tions: cholecystectomies, 9; appendec- 
tomies, 7; hysterectomies, 5; dilatations 
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and curettages, 4; oophorectomies, 3 (2 
with dilatation and curettage) ; salpingo- 
oophorectomies, 3; vaginal plastic repairs, 
3; operations combining oophorectomy 
and appendectomy, 2; operations combin- 
ing uterine suspension, oophorectomy and 
appendectomy, 2; abdominal perineal re- 
sections, 2; subtotal gastrectomies, 2; op- 
erations combining vaginal plastic repair 
and hysterectomy, 1; cesarean sections, 1; 
sigmoidectomies, 1 and mid-thigh ampu- 
tations, 1. Minor operations in which the 
drug was used were inguinal hernior- 
rhaphies, 10; tonsillectomies (adult), 3; 
hemorrhoidectomies (1 with rectal pro- 
lapse), 2; pilonidal sinus repairs, 2; or- 
chidectomies, 2; incisional herniorrha- 
phies, 1; colostomy closures, 1, and colos- 
tomy revisions, 1. 

Dromoran was employed also in the 
following miscellaneous conditions: in- 
operable carcinoma, 2 cases; intra-abdom- 
inal hemorrhage, 1 case; postpartum sep- 
sis, 1 case; atypical pneumonia, 1 case; 
bleeding duodenal ulcer, 1 case, and coro- 
nary thrombosis, 1 case. 

Dosage.—The dose varied from 2 to 5 
mg. Both the dose and the frequency of 
administration were governed by the ap- 
parent analgesic needs of the individual 
patient. In all instances the drug was 
given subcutaneously. 

Despite the fact that the average or 
standard dose described in the literature 
is 5 mg., the patients often obtained ade- 
quate relief from as little as 2.5 to 3.75 
mg. There was reduction in the frequency 
of administration as compared to previous 
experience with morphine, demerol or pan- 
topon. The average interval between doses 
was nine hours. Exceptions were the 2 
cases noted above. 


Of particular interest in this connec- 
tion were the cases of inoperable carci- 
noma with advanced metastases involving 
the ribs and spine in 1 case and the pelvis 
and vertebral bodies in another. Pain in 
both cases was severe. An initial dose of 
2.5 mg., increased to 5 mg. p.r.n., resulted 
in great relief until the time that the 2 
patients expired. An additional patient 
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(one of our own staff surgeons with lipo- 
sarcoma of the thigh) obtained complete 
relief and comfort with Dromoran. 

Anesthesia.—Spinal anesthesia, supple- 
mented in about half the cases with intra- 
venous sodium pentothal, was employed in 
all the operations except in 2 tonsillec- 
tomies performed on adult patients under 
cyclopropane anesthesia. The following 
table illustrates the effectiveness of Dro- 
moran as an analgesic: 


Degree of 
Relief No. of Per Cent 
from Pain Cases of Cases 
Complete 65 86.6 
Moderate 8 10.7 
Fair to poor 2 2.7 
75 100 


Moderate to complete relief with 2 to 4 
injections in a twenty-four hour period 
was obtained in all but 2 cases, in which 
both of patients were very apprehensive 
and required Dromoran every four or five 
hours. 

GENERAL COMMENT 


Appetite—No disturbance of appetite 
was noted in any of the cases other than 
that due to the primary operative pro- 
cedure. 

Nausea and Vomiting.—Side reactions 
of nausea and vomiting occurred in 5 
cases as the anesthetic was wearing off. 
All 5 patients had received either cyclo- 
propane or sodium pentothal. None of 
the patients in whom spinal anesthesia 
alone was used experienced any gastric 
upset. 

Distention and Constipation.—A _re- 
markable feature was the complete ab- 
sence of postoperative distention and con- 
stipation in the entire series. It is both 
interesting and encouraging to note this 
same absence of constipation in the cases 
reported by previous investigators. In a 
much larger series of cases, depression 
of intestinal motility might be expected in 
isolated instances, since, Gruber, Lee and 
Gruber® described increased intestinal 
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tone in their studies with rabbit intestines. 


Retention of Urine-—Aside from those 
patients who were subjected to vaginal 
plastic repair, catheterization was re- 
quired in only 1 case. The patient had 
undergone repair of a direct-indirect in- 
guinal hernia. 

Mental and Emotional Responses.—In 
general, the patients remained alert, com- 
fortable and cooperative after the admin- 
istration of Dromoran. In 1 case mild 
dizziness was noted immediately follow- 
ing the first postoperative dose. 

Other Minor Side Effects—No com- 
plaints were made of pruritis or diapho- 
resis, and no sensitivity phenomena devel- 
oped in this series. 

The adequacy of Dromoran in relieving 
pain without any significant interference 
with normal physiologic function was a 
valuable contribution to both early ambu- 
lation and a smooth and rapid convales- 
cence. Dromoran also proved effective as 
analgesic for routine use in combating 
pain of nonsurgical origin, particularly 
that associated with inoperable tumors. 


SUMMARY 


Dromoran, a new synthetic analgesic, 
was administered to 75 patients. The ma- 
jority were given the drug postopera- 
tively ; the remainder, for the relief of pain 
due to well-known painful disorders en- 
countered in daily practice. The following 
features were noted: 

1. Excellent and rapid analgesic po- 

tency as regards both completeness 
and duration. 


2. Absence of postoperative abdominal 
distention. 

38. Absence of constipation and urinary 
retention. 

4. Absence of undesirable mental ef- 
fects. 


Dromoran is an effective, well-tolerated 
analgesic for relief of pain in routine sur- 
gical and medical cases. 


RESUME 


On a donné le Dromoran—nouvel an- 
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algésique synthétique—chez 75 patients. 
La plupart des cas ont recu le médica- 
ment post-opératoire; la balance des cas 
pour soulager les malaises courants. 

On a fait les constatations suivantes: 

1. L’analgésie est excellente et rapide; 
compléte et de longue durée. 

2. Il n’y a pas de distensions abdomi- 
nales post-opératoires. 

3. Pas de constipation ni de rétention 
urinaire. 

4. Pas de désagréments mentaux. 

Le Dromoran est un analgésique efficace 
et bien toléré pour soulager la douleur 
courante aprés les opérations et aussi en 
médecine. 


ZUSAM MENFASSUNG 


Dromoran, ein neues synthetisches An- 
algetikum, wurde bei 75 Kranken ange- 
wendet. Die Mehrzahl der Kranken 
erhielt das Mittel nach Operationen, die 
uebrigen zur Erleichterung von Schmerz- 
zustaenden, die durch bekannte in der 
taeglichen Praxis vorkommende Stoerun- 
gen hervorgerufen waren. In der Haupt- 
sache konnte folgendes festgestellt wer- 
den: 

1. Ausgezeichnete und rasche Schmerz- 
linderung bezueglich der Staerke sowohl 
als auch der Dauer der Wirkung. 


2. Keine postoperative Auftreibung 
des Leibes. 

3. Keine Verstopfung oder Harnver- 
haltung. 

4. Keine unerwuenschten  seelischen 
Nebenwirkungen. 


Dromoran ist ein wirksames, gutver- 
traegliches Mittel zur Erleichterung von 
Schmerzen in den ueblichen chirurgischen 
und medizinischen Faellen. 


RESUMEN 


Se administr6 a 75 pacientes Dromoran, 
un nuevo analgésico sintético. En la 
mayoria se administr6 preoperatoria- 
mente, hebiéndose usado en el resto para 
aliviar el dolor en trastornos dolorosos 
bien conocidos de la practira diaria. Se 
sefialan los hechos siguientes: (1) ex- 
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celente y rapida potencia analgésica 
respecto a la perfeccién y duracién del 
efecto; (2) ninguna distencién abdominal 
postoperatoria; (3) ausencia de consti- 


pacién y retencién urinaria; (4) ausencia 
de efectos mentales indeseables. 
Dromoran es un analgésico efectivo y 
bien tolerado para alivio del dolor en 
casos quirirgicos y médicos rutinarios. 


RIASSUNTO 


A 75 pazienti, per lo pitt in periodo 
post-operatorio oppure affetti dalle 
comuni algie della pratica quotidiana, fu 
somministrato il ‘“Dromoran’”, un nuovo 
analgesico di sintesi. I risultati furono i 
seguenti : 

1. Azione analgesica rapida ed eccel- 
lente quanto a completezza e durata 
d’effetto. 

2. Assenza di distensione addominale 
post-operatoria. 

3. Assenza di costipazione e ritenzione 
urinaria. 

4. Assenza di effetti psichici non de- 
siderabili. 

Il “Dromoran”, percid, pud essere con- 
siderato un analgesico ben tollerato ed 
assai efficace nella cura delle sindromi 
dolorose che usualmente si incontrano 
nella pratica medica e chirurgica d’ogni 
giorno. 

SUMARIO 


Dromoran, um novo analgésico sintético 
foi administrado a 75 pacientes. A maioria 
recebeu a dréga postoperatoriamente; os 
restantes, para alivio de dér devida 4 conh- 
ecidas desordens dolorésas encontradas 
na pratica diaria. Os seguintes quadros 
foram observados: 

1. Excelentes e rapidos efeitos anal- 
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gesicos referentes seja a amplitude ou 
duracao do efeito. 

2. Ausencia de distensao post-opera- 
téria abdominal. 

3. Ausencia de constipagao e de reten- 
cao urinaria. 

4. Ausencia de efeitos mentais indese- 
javeis. 

Dromoran é um analgesico efficiente e 
bem tolerado para alivio da d6ér em rotina 
cirurgica e em casos medicos. 
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Endoscopic Photography in Proctology 


HARRY L. FEIT, M.D., A.I.C:S. 
BROOKLYN 


raphy has been retarded by the lack 

of proper equipment. This has led 
many investigators to improvise instru- 
ments for specialized purposes in this 
field. The need of a satisfactory method 
of producing endoscopic pictures has been 
apparent for many years. This has 
prompted me to design and construct a 
simple unit for the purpose. It has proved 
to be safe, accurate, reliable, easy to 
operate and economical. 

A practical method is herein presented 
that will enable the proctologist to photo- 
graph lesions through the proctosigmoid- 
oscope, and that may be applied to any 
other form of endoscopic photography. 
This procedure is accomplished with a 
35 mm. candid camera by means of an 
auxiliary. apparatus, which for the pur- 


[os development of clinical photog- 


pose of this article will be designated as 
the “clinical photo-cabinet.” Positive color 
transparencies suitable for slide projec- 
tion or prints are obtainable at minimum 
expense. These provide an accurate and 
permanent visual record of the progress 
of such diseases of the anus, rectum and 


rectosigmoid as hemorrhoids, polyps, 
hypertrophied papillae, ulcerative colitis, 
malignant tumors, etc. Photographs of 
this type are invaluable for lecturing, for 
use as teaching aids, or for illustrations 
in medical texts and publications to por- 
tray both the normal and the pathologic 
appearance of the lower portion of the 
bowel as encountered during routine proc- 
tosigmoidoscopy. 

The primary prerequisite is a good 
camera. Since this will not be permanently 
attached to the supporting unit, it may be 
employed for general photographic pur- 
poses as well as for clinical scientific use. 
A precision instrument with an available 
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assortment of essential accessories is ad- 
visable. It should be of the miniature type 
utilizing 35 mm. color film, which is 
relatively inexpensive. 

In addition to the camera and housing, 
the following equipment will be required 
for close-up orificial photography: a 135 
mm. lens, a light source, a set of exten- 
sion tubes or portra (proxar) lenses, a 
sturdy tripod with a tilt head on a mobile 
base, and a mirror reflex housing with 
double cable release. The reflex housing 
is a periscope attachment that provides 
an eyepiece and a magnified ground glass 
focusing screen for viewing the photo- 
graphic field, and is screwed into the lens 
aperture in front of the camera. How- 
ever, this reflex device is unnecessary 
when one uses a camera with a ground 
glass focusing back or a single lens reflex 
camera. 

The “clinical photo-cabinet” is a com- 
pact assembly unit of inexpensive design 
and construction that contains the camera 
and attached reflex housing, extension 
tube and lens. The cabinet is composed 
of bakelite, and its inner surface meas- 
ures 7 inches in width and 16 inches in 
length. Alternately attached to the box 
are 6- and 10-inch proctoscopes made 
from thin brass cylindric tubing approx- 
imately % inch in diameter. A rigid 
lightproof connection between these com- 
ponents is effected by means of a special 
bayonet locking device on the flange at 
the proximal end of the speculum. A side 
opening on the cabinet permits a concen- 
trated beam of light to be directed at the 
center of a mirror, which is mounted at 
an oblique angle in front of the lens. The 
light is then reflected forward through 
the speculum to illuminate the object to 
be photographed. A central aperture in 
the mirror, 3% inch in diameter, affords 
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optical alignment of the lens and the 
image. 

The color quality of the picture is de- 
pendent upon the relation between the 
type of illumination and the film used. 
Excellent results may be secured by using 
a tungsten type of color film balanced 
to a color temperature of 3,200 degrees 
Kelvin. This photographic material is 
accepted as having an emulsion speed of 
12, calibrated according to the Weston 
exposure meter scale. When the film is 
exposed to a light source of 3,200 K, as 
furnished by most projection type bulbs, 
a proper color balance is effected. The 
1,000-watt T-20 medium prefocus bulb 
has proved most satisfactory for this pur- 
pose. Furthermore, it supplies sufficient 
light for short exposures. The intensity 
of this illumination is markedly increased 
by the use of an inexpensive sharp focus- 
ing attachment or “snoot,” which presents 
a diaphragm and a condensing lens sys- 
tem. In order to dissipate the heat emitted, 
the bulb should be inserted into a well 
ventilated fan-cooled lamp housing, which 
is mounted on an adjustable mobile stand. 

Since the focal distance and angle of 
reflection of the light source aid in deter- 
mining the amount of illumination of the 
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subject and the resultant photographic 
exposure, it is essential that these factors 
remain constant. It is therefore advisable 
to align the spotlight at a fixed position 
in relation to the reflecting mirror. This 
is accomplished by approximating the 
distal end of the “snoot” to the cabinet 
window at an optimal angle through a 
projecting sleeve or reflector hood at- 
tached to the side of the box. 

Glare from the inside of the procto- 
scope is eliminated by abrading the inner 
surface and applying a coat of flat black 
paint. One may also resort to rifling the 
inside of the tubular speculum before 
painting, or to the use of a polarized 
filter on the lens and the light source. 
Highlights may be produced by the moist 
glistening surface of the bowel wall if 
the mucous membrane covers the end of 
the scope at right angles. For this rea- 
son a slight tilting of the instrument is 
indicated. Light-reflecting materials, such 
as residual moisture, mucus, pus, blood 
and débris, should be removed by suction 
or wiping before the exposure is made. 

Four inches (100 mm.) has proved ex- 
perimentally to be the best practical dis- 
tance between the proximal end of the 
scope and the camera objective. 
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To magnify the lesion as much as pos- 
sible, a 135 mm. telephoto lens with an 
extension tube should be used. This objec- 
tive is preferable to the short focal length 
lenses, which achieve greater depth of 
field but have the disadvantage of produc- 
ing a minute image. 

The insertion of suitable extension tubes 
between the reflex housing and the lens 
enables one to focus at close distances. 
When the mirror reflex housing is used 
in conjunction with the 135 mm. objec- 
tive in long mount (coupled to the range- 
finder) it is equivalent to an extension 
tube of 62.5 mm. 

As illustrated in Figure 1, the follow- 
ing formula may be utilized to determine 
the distance between the lens and cam- 
era, and from this the length of extension 
tube required: 


D=BxF 


B—F 
D = Distance between lens and image 
_ (camera). 
(D=F+T-+R). 
F = Focal length of lens (135 mm.). 
T = Extension tubes. 
R = Reflex housing (62.5 mm.). 
B = Distance between object and lens. 
(B=P-+4d). 
P = Proctoscope length. 
P-1= 10inches (250 mm.). 
P-2= 6inches (150 mm.). 
d= Distance between proximal end 
of scope and lens (4 inches = 
100 mm.). 
M = Mirror. 
L= Light aperture. 
C= Camera. 


As shown in Figure 1, since F (135 
mm.) and R (62.5 mm.) are known fac- 
tors, then T may be derived. Thus, P-1 
(10 inch or 250 mm. scope) at a distance 
of 4 inches (100 mm.) from a 135 mm. 
lens used in conjunction with a reflex 
housing (62.5 mm.) requires an addi- 
tional 22 mm. in extension tubes. If a 
6-inch scope (P-2) is used under similar 
conditions, a 96 mm. extension tube will 
be required. Photography of any other 
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Fig. 1—Apparatus and stands. 


body orifice, as in otolaryngology or gyne- 
cology, merely requires a change of spec- 
ulum and the appropriate extension tube. 

The base of the camera and the reflex 
housing rest on a sliding adjustable metal 
stage or platform which is grooved on a 
pair of parallel rails set in the middle of 
the containing unit. Lateral adjustment 
is fixed by means of an Allen head screw. 
Forward motion of the camera support 
and its attachments on the track is con- 
trolled by a thumbscrew below. For this 
purpose a rack-and-pinion may be utilized 
to good advantage. In order to obviate 
the slightest jarring of the camera, an 
aperture is provided through the metal 
seat in line with the threaded receptacle 
of the base plate. A retaining screw- 
mounting, rotated by means of a knob, 
holds the camera rigid and is of impor- 
tance in eliminating any movement which 
may throw the image off center. An 
adjustable universal tripod head supports 
the lens and is screwed into its socket. 
The base of this support is also attached 
to the track by means of a slide. Thus 





JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


DECEMBER, 1951 


Fig. 2.—Close-up of apparatus. 


the lens is kept rigid and strain is pre- 
vented at the juncture with the camera. 
In order to facilitate maneuverability the 
entire assembly is supported on a tripod 
by means of a threaded metal housing 
plate fixed to the bottom of the frame. 
The height of the stand is maintained and 
stability and mobility assured by means 
of a Y-shaped aluminum frame on mov- 
able casters supporting the base. 

Good photographic results may be 
achieved by the following procedure: The 
cabinet contents are arranged in a stand- 
ardized pre-set position indicated by an 
arrow marker. The proctoscope is then 
introduced in the routine manner, with 
the patient in the left lateral semiprone 
(Sims’) position; the obturator is with- 
drawn and the instrument advanced visu- 
ally with the aid of an auxiliary inspec- 
tion light. When the desired level of the 
lesion is reached the unit is attached to 
the scope by means of the bayonet lock- 
ing device. Critical focusing of the lens 
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may be effected quickly if desired with 
the aid of the reflex housing, and then 
the lever of the double cable release is 
depressed. The latter serves a dual pur- 
pose. One lead deflects the reflecting mir- 
ror of the reflex housing from the line 
of optical axis, while the other trips the 
shutter an instant later. The photographic 
field is under direct observation up to the 
moment the shutter is snapped. Once the 
camera is set at a designated position in 
the cabinet, no time need be spent on 
focusing or other adjustment. In order 
to minimize any movement on the part 
of the patient it is advisable to make the 
exposure at the end of an expiration. 
Ordinarily accepted exposure factors 
do not hold true in close-up work, in which 
a lens is extended beyond its normal dis- 
tance from the film plane, as through the 
medium of a bellows or extension tube. 
Here the indicated and actual or effective 
f-opening and shutter speed vary. The 
increase in exposure time due to the use 
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of extension tubes may be predetermined 
by the following formula: : 
B2 
X= iF 
X = Increase of exposure time (ex- 
posure factor). 
B = Lens to camera distance. 
(Focal length of lens + exten- 
sion tube + extension of lens 
from infinity). 
FL = Focal length of lens. 


Thus, for P-1 (10-inch scope) the ex- 
posure time is multiplied 2.65 times. When 
P-2 (6-inch scope) is used the exposure 
factor is 4.72. No compensation need be 
made for exposure if supplementary front 
lenses are used. Here the indicated and 
effective f-value and shutter speed remain 
the same. 

The lens aperture and exposure time 
are constant factors. For best definition 
and depth of field the iris diaphragm 
should be reduced or stopped down as 


much as is compatible with an exposure 
fast enough to eliminate movement and 
subsequent blurring. Therefore, for color 
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photographs it is advisable to shoot at 
1/30 second at f/11 with the 10-inch 
scope and at 1/20 second, f/11 with the 
6-inch speculum. Of course, with pan- 
chromatic film the exposure time is mark- 
edly reduced. In my opinion color photo- 
graphs are essential to the recording of 
disease processes in their natural state. 
Black and white prints, color prints and 
enlargements of excellent quality may be 
reproduced from color transparencies, 
since the latter are free from any grain. 

With the 10-inch sigmoidoscope the film 
image measures 12 mm. in diameter and 
with the 6-inch instrument 24 mm. 


SUMMARY 


A simplified and practical method has 
been presented for utilizing a 35 mm. 


camera in endoscopic proctologic photog- 


raphy by means of a compact inexpen- 
sive device, the “Clinical Photo-Cabinet”’. 
This procedure refers particularly to the 
pictorial recording in color of life size 
images of lesions through a 6-inch and a 
10-inch speculum. However, the principles 
outlined may readily be applied to any 


Fig. 3.—Under-side of cabinet. 
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other type of orificial photography of ac- 
cessible body cavities. 

The author does not claim that the basic 
equipment and procedure outlined repre- 
sent the final word on this interesting 
subject. No doubt further improvements, 
refinements and modifications can and 
will be made. Any physician who applies 
himself to this wholesome and practical 
hobby will be amply rewarded in personal 
satisfaction, whether the end product is 
a fine finished apparatus or a unit made up 
of old lumber or a spare filing drawer. 
Good results may be achieved either by 
the doctor who has had some technical 
knowledge and experience in this field or 
by the neophyte who must learn its ele- 
mental principles. 

Author’s Note: I wish to acknowledge with 
deep appreciation the kind cooperation and 
assistance of Dr. Wigdor Markiewicz and Mr. 
Leon Kozin for helping to formulate and put 
into effect this photographic instrument. 















RESUME 






Le “clinical photo-cabinet” est un ap- 
pareil simple, pratique et peu couteux 
pour prendre des clichés endoscopiques 
proctologiques a l’aide d’un camera de 
35 mm. Le procédé est pour utiliser un 
speculum de 6 et 10 pouces de long afin 
de photographier en dimensions normales 
et avec leurs couleurs naturelles, des 
lésions. On peut aussi appliquer cette 
méthode a d’autres usages. 

Ce n’est pas le dernier mot; il y a 
encore de la place pour améliorer et per- 
fectionner. Un médecin qui a le temps de 
s’adonner a ce mode de travail y trouve 
des compensations qui justifient ses 
labeurs, méme un néophyte peut y trouver 
une compensation quand bien méme il 
doit étudier par lui-méme les éléments de 
la technique. 




















ZUSAM MENFASSUNG 





Es wird eine vereinfachte und prak- 
tische Methode beschrieben, mit deren 
Hilfe eine 35 mm-Kamera zur endoskop- 
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isch-proktologischen Photographie ver- 
wendet werden kann. Der handliche und 
nicht teure Apparat heisst ‘“Klinischer 
Photokasten” (‘Clinical Photo-Cabinet’’). 
Das Verfahren wird besonders zur Auf- 
nahme von farbigen lebensgrossen Bildern 
von Kranheitsveraenderungen durch ein 
15 cm oder 24.5 cm langes Spekulum 
angewendet. Die dargestellten Grund- 
saetze des Verfahrens koennen mit Leich- 
tigkeit auf jede andere Form der Photo- 
graphie zugaenglicher Koerperhoehlen ue- 
bertragen werden. 

Der Verfasser behauptet nicht, dass mit 
seiner Apparatur und dem von ihm be- 
schriebenen Verfahren schon etwas Voll- 
kommenes auf diesem interessanten Gebiet 
erreicht ist. Zweifellos koennen und wer- 
den Verbesserungen, Verfeinerungen und 
Abaenderungen eintreten. 


RESUMEN 


Se presenta un método simple y practico 
para utilizar una camara de 35 mm., para 
la fotografia proctolégica endoscdépica 
mediante un dispositivo econdémico co- 
mpacto, el “Foto-Gabinete Clinico”. Este 
procedimiento se refiere particularmente a 
la fotografia en colores de imagenes de 
lesiones al tamafio con espejo de 6 pu- 
Igadas y de 10 pulgadas. Sin embargo, los 
principios sefalados pueden ser aplicados 
desde luego a cualquier otro tipo de foto- 
grafia de orificios o de, cavidades co- 
rporales accesibles. 

El autor no considera que el equipo y 
procedimiento basices sefialados_ repre- 
senten la ultima palabra sobre este inte- 
resante asunto. Se efectuaran sin duda 
mejoramientos, refinamientos y modifica- 
ciones. Cualquier médico que cultive esta 
sana y practica aficidn quedaraé reco- 
mpensado ampliamente, ya sea el producto 
final un aparato de magnifico acabado o 
una unidad hecha de madera vieja o un 
econémico cajon archivero. 






RIASSUNTO 


E’ presentato un metodo semplificato e 
practico per utilizzare una macchina 
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fotografica da 35 mm. per il rilievo foto- 
grafico endoscopico in proctologia a mezzo 
di un semplice e poco costoso apparecchio 
“Clinical Photo-Cabinet.” Con un tale 
apparecchio attraverso uno speculum di 
15 e 25 cm. e’ possibile ricavare immagini 
a colori e grandezza naturali. Gli stessi 
principi possono essere applicati a qual- 
siasi altro tipo di fotografia cavitaria. 

L’Autore non pretende che questa sia 
l’ultima parola in questo soggetto, egli e’ 
certo che ulteriori miglioramenti e modi- 
fiche possono e saranno fatte. 


SUMARIO 


Um método pratico e simples é apresen- 
tado para se utilizar a camera de 35 mms. 
em fotografia endoscéjuca proctologica 
por meio de um aparélho de pouco custo :— 
o “Gabinete Foto-Clinico.” Este processo 
se aplica paraticularmente a fotografias 
coloridas em tamanho natural das les6es, 
atravéz de um espéculo de 6 ou de 10 
polegadas. Os principios descritos, con- 
tudo, podem ser aplicados 4 gualguer outro 


tipo de fotografia orificial ou de cavidades 
acessiveis do corpo humano. O autor nao 
pretende gue o eguipamento basico e o 
processo planejado representem a palavra 


final sobre este interessante assunto. 
Futuros melhoramentos, aprimoracéo e 
modificacoes podem e serao certamente 
introduzidas. Qualguer medico gue se 
dedique a este agradavel e pratico passa- 
tempo sera amplamente recompensado em 
satisfacéo pessoal, mesmo guando o pro- 
duto final for um aparélho finamente 
acabado ou uma unidade feita de madeira 
velha ou de uma gavéta em desuzo. 
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The History of Regional Enteritis 


HYMAN I. GOLDSTEIN, M.D. 
CAMDEN, NEW JERSEY 


phical Register: or, Annals of Medicine, 

Natural History, Agriculture, and the 
Arts” conducted by a society of gentle- 
men, New York (Volume I, July 1810), 
John Wakefield Francis (1789-1861) of 
New York reported a “case of enteritis 
accompanied with a preter-natural form- 
ation of the Ileum.” James Gregory Mum- 
ford (1863-1914) of Boston, in his “Nar- 
rative of Medicine in America,” (1903) 
stated: “It is ...an account of a patient 
who died of an acute septic peritonitis, 
due to strangulation of the ileum by a 
Meckel’s diverticulum, coincident with an 
appendicitis.” The case occurred in the 
practice of David Hosack (1769-1835) of 
New York, in December 1809. The pa- 
tient was “a Captain D, aged about thirty- 
five, of slender habit of body. He was 
afflicted with all the symptoms character- 
istic of enteritis, accompanied with those 
of ileus; viz., an acute and constant pain 
in the whole abdomen. .. .” 

The patient had been subject to re- 
peated attacks of this kind, though less 
violent than the one under consideration, 
for several years. Necropsy showed the 
intestines highly inflamed and dark red; 
peritonitis was present. A portion of the 
small intestine, attaching itself to the 
umbilicus, formed a union between it and 
a part of the intestinal canal. This ap- 
pendix was observed to be a diverticulum 
from the ileum. At the point of its union 
with the ileum it was enlarged and in- 
flamed, in common with the upper portion 
of the small intestine; the remaining part 
was of a natural color. The ileum above 
this appendix was much inflated and ex- 
tremely vascular, while the lower portion 


|: the “American Medical and Philoso- 


was greatly contracted and twisted round 
the diverticulum. 

It is of interest to note here the case re- 
ported by R. C. Horn Jr. and J. E. Rhoads 
in the Annals of Surgery for February 
1944—a case of “regional enteritis in- 
volving Meckel’s diverticulum, with per- 
foration of the diverticulum and fistula 
formation.” This, perhaps, was similar 
to Hosack’s case as reported by Francis 
in 1810 (Fig. 2). 

Giovanni Batista Morgagni (1682- 
1771), in his De Sedibus, et Causis Mor- 
borium (Venice, 1761) reported cases of 
enteritis, with particular involvement of 
the ileum. Of interest also, are the cases 
reported by Morgagni in Epist. Anat. 
medica Liber III, XXXI, Articles 13-17, 
“De Morbis Ventris.” 

Brown and Donald of the Mayo Clinic, 
in the American Journal of Digestive Dis- 
eases for March 1942, also referred to 
Morgagni’s reports in their paper ‘“Re- 
gional Etneritis,” although they gave the 
wrong date. 

John Actuarius the Greek (died circa 
1283), author of De Methodo Medendi, a 
treatise on the relations of mind and 
body, addressed to his tutor, Rakendytes, 
and a work on uroscopy, may have seen 
instances of enteritis of this type (Opera 
Omnia, Paris, 1556). A. C. Celsus [cea. 
53 B.C.-7 A.D.] also wrote on this and kin- 
dred subjects: “De Intestinorum Morbis,” 
“De Morbo Intestine Plenioris”; “De Las- 
vitate Intestinorum” and “De Tenesmo In- 
testinorum Morbo.” 

Jean Fernel (1497-1558), in his Uni- 
versa Medicina (Book VI, Chapter IX, 
Paris, 1567), reported a case of acute 
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perforative appendicitis, which may have 
been associated with regional ileitis. 

Fernel discussed “Intestinorum Morbi 
Causae et Signa” (Book VI, Chapter IX) 
and “Intestinorum Symptomata, Horum 
Causae et Signa” (Book VI, Chapter X). 
“Intestina no admodum intemperi infes- 
tari solent: horum autem graviores mor- 
bisunt obstructio, adstrictio inflammatio 
abscessus and ulcus. Obstructio aut ali- 
menti prolapsionem.” 

Johann Ernestus Huhn wrote De Ileo: 
a Dissertation (Leidae, Oct. 13, 1702), 
and mentioned “ileum fuisse, seu pas- 
sionem iliacam,” “coarctation,” and “ileus 
oritur faecibus obduratis.” 

Johannes Schenck of Grafenberg (1530- 
1598) in his Observationum Medicinalium 
(Book III, Obs. 1-9, 349-354, Lugduni, 
1644) wrote De ITleo. 

Aétius Amidenus (502-575) spoke of 
“De Abscessu in Intestinis” and of ulcer- 
ative and indurative and inflammatory 
conditions of the intestines (Tetrabibli 
III, Sermo I, Chapter XLIII). 

I have previously called attention to 


the case reports of John Abercrombie 


(1780-1844) in his book ‘Pathological 
and Practical Researches on Diseases of 
The Stomach, The Intestinal Canal, The 
Liver, and Other Viscera of the Abdomen” 
(1828). Abercrombie met with cases of 
regional ileitis, both acute and chronic, 
as well as right regional colitis, left re- 
gional colitis and colitis confined to the 
descending colon and the rectum. One of 
his patients, a girl 13 years old (Case 
102), suffered from regional ileitis. At 
necropsy “the lower end of the ileum, to 
the extent of about eighteen inches, was 
distended, thickened in its coats, extern- 
ally of reddish colour, and _ internally 
covered by numerous well-defined ulcers. 
... The lungs and all other viscera were 
healthy.” Abercrombie, referred to an- 
other case in which “a large portion of the 
ileum was distended, very much thickened 
in its coats, and internally covered with 
various tumors, induration and ulcers.” 
“The phenomena connected with some of 
these cases,” Abercrombie observed, “are 
very remarkable.” ... “The peculiarity 
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John Abercrombie 
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of these cases seems to depend upon the 
disease being very limited in extent, 
so as not to interfere materially with 
the general action of the canal.” In 
Case 62, that of a patient with ileitis, 
necropsy revealed involvement of the 
lower eighteen inches of the extremity of 
the ileum, and the caput coli, all of which 
were very thick and livid. Abercrombie’s 
Cases 90, 92, 93 and 94 were instances 
of acute ileitis: “acutely thickened and 
eroded ileitis.” The higher parts of the 
small intestine were healthy. The other 
viscera were healthy. “The colon was 
collapsed and externally healthy; intern- 
ally there were in several places, espe- 
cially on the left side, patches of redness 
on its mucous membrane, but without any 
appearance of ulceration.” In Case 47 
necropsy showed great thickening and 
induration of the coats of the ileum at its 
termination in the colon, and the open- 
ing was so narrowed that it admitted 
only the point of the little finger. The 
ileum was distended and dark. 
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Case of ENTERITIS, accompanied with a PRETER-NATU- 


RAL FORMATION of the IJleum. 


Communicated to the 


Epitors of the American Medical and Philosophical 
Register, by Joun W. Francis, of New-York. 


Tue writer of the following paper was an eye-witness to 


most of the facts which he relates. 


They are taken from 


memoranda made at the request of his preceptor, Dr. 
David Hosack, in whose practice the case occurred. 
Should the Editors of the Register consider it deserving 
a place in their journal, they are at liberty to insert it. 


At a session of the College of Physi- 
cians in London on July 4, 1806, a report 
by Charles Combe (1743-1817) communi- 
cated by William Saunders (1743-1817), 
Fellow of the Royal College of Physicians, 
was read under the title “A Singular Case 
of Stricture and Thickening of the Ileum” 
(Medical Transactions, published by the 
College of Physicians in London, Vol. IV, 
Report III, 1813): 

The patient, William Payne Georges, 
Esquire, “of a very nervous and delicate 
habit . . . ran an irregular intermittent 
fever from September 1805 to the date of 
his death, February 9th, 1806.” The body 
was opened next day by Combe in the 
presence of Dr. Saunders. “The lower 
part of the ileum as far as the colon was 
contracted for the space of three feet, 
to the size of a turkey’s quill.” This was 
an early report of “regional ileitis.” 

A number of other interesting reports 
of cases of regional enteritis have ap- 
peared in the literature prior to the ex- 
cellent description of this clinical entity 
by Crohn, Ginsburg and Oppenheimer, 
presented before the Section on Gastro- 
enterology and Proctology of the Amer- 
ican Medical Association at New Orleans 
on May 138, 1932. Their paper, ‘Regional 
Ileitis: A Pathologic and Clinical En- 
tity,” appeared in the Journal of the 
American Medical Association on Oct. 15, 
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1932, and presented a study of 14 cases. 
Thirteen of the patients were operated 
upon by Dr. A. A. Berg, of Mount Sinai 
Hospital, New York. The authors em- 
phasized the fact that the terminal por- 
tion of the ileum alone was _ involved. 
“The process ascends the ileum orally 
from eight to twelve inches. The mesen- 
tery of the terminal ileum is found thick- 
ened and contains numerous hyperplastic 
glands.” 

“The fully developed hypertrophic proc- 
ess is as a rule limited to the distal 25 to 
35 cm. of the terminal portion of the 
ileum, including the ileal side of Bauhin’s 
valve and terminating rather abruptly at 
that point. The most advanced pathologic 
changes are present at the valve, which 
in some instances becomes converted into 
a rigid diaphragm with a small irregular 
opening.” They speak of a “fibrotic mesen- 
tery,” causing, by its shortening, a 
“darmstrasse.” They state: “The mesen- 
tery of the affected segment is greatly 
thickened and fibrotic, as is the subserosal 
intestinal fat.” They conclude _ that 
“medical treatment is purely palliative 
and supportive.” Crohn, Ginzburg and 
Oppenheimer, by their interesting report 
on “Regional Ileitis” in 1932, have focused 
the attention of the profession on this 
heretofore overlooked and neglected clin- 
ical entity. 

Reports of cases of this condition were 
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1769-1835 


previously recorded by Moore (1882) ; 
Koch (1903); Graser (1898); Le Dentu 
(1899, 1909); H. Braun (1909); T. K. 


Dalziel of Glasgow, 1913; Alexander 
Tietze, of Breslau, 1920; Eli Moschowitz 
and A. O. Wilensky, 1923; Harry E. Mock, 
1931, and others. Since 1932 a great many 
reports have appeared in the literature, 
including those of Crohn (1935) ; Binney 
(1935); Ginzburg and Oppenheimer, 
Charles Mixter (1935); Ralphs (1938) ; 
Mailer (1938); Illtyd James (1938); 
Barrington and Norrish (1938); Robert 
Shapiro (1939); R. B. Phillips (1941) ; 
Sherrill and Hall (1940); Ginzburg and 
Garlock (1942); Kiefer (1943); Bonori- 
no Udaondo and Centeno (1943) ; Oppen- 
heimer, Marshall (1943) ; Fernandez En- 
carnacion (1943); Garcia and Diaz, Fel- 
sen, Colp, Crohn and Berg, Duncan 
(1944); Horn and Rhoads (1944); 
Howser and Vaughn (1944); Bargen 
(1944), and those by Koster, Kasman 
and Sheinfeld, Waugh, Grimes and 
Massie, Wilson Goinnan and Ashburn; 
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Schepers of Johannesburg (1945), and 
Lick, Ravdin and Rhoads (1937). 

Since their original report (1932) 
Crohn and his associates have found that 
“segmental enteritis and colitis” may in- 
volve any part of the small and large 
bowel, with and without “skip areas,” and 
so one now finds reports of cases with 
involvement of the ileum, jejunum and 
colon. 

In their paper, Koster, Kasman and 
Sheinfeld reviewed the publications on 
intestinal granuloma and added 17 cases 
of their own, observed from July 1931 
to December 1934. They observed their 
first case in July 1931 (Archives of Surg- 
ery, May 1936). 

Bockus stressed the importance of the 
presence of much mesenteric fat in typical 
cases of chronic distal regional ileitis con- 
sidering it pathognomonic. He has even 
emphasized the absence of this extension 
of mesenteric fat in the case reported by 
Combe and Saunders in 1806 in an effort 
to prove that the case was not an example 
of benign nonspecific ileitis. 

Goldstein first called attention to the 
early reports of cases of regional ileitis 
by Combe and Saunders (1806) and by 
John Abercrombie (1828). Bockus fails 
to mention this fact. He also fails to state 
that the classic report by Crohn, Gins- 
burg and Oppenheimer (1932) presented 
before the Section of Gastroenterology 
of the American Medical Association, May 
13, 1932, and all subsequent publications 
on regional ileitis by Crohn and his as- 
sociates of the Mount Sinai Hospital, fail 
to mention “this feature” which is lack- 
ing in the description of the case reported 
by Combe and Saunders in 1806.” 

Bockus makes no mention of the cases 
reported by Abercrombie in 1828, Hossack 
and Francis in 1810, Graser in 1898, 
Le Dentu in 1909, Braun in 1909 and 
Dalziel in 1913, in his article Chronic 
Stenosing Regional Enteritis. Bockus and 
Lee (Sept. 1935) in their paper on “Re- 
gional Terminal Ileitis’’ do not mention 
this “pathognomonic mesenteric fat.” 











Practical Aspects of Doctor Patient Relations 
JOHN J. NOONAN, B.S., M.D* 


TROY, NEW YORK 


one knows, from the Latin “patio,” 

meaning to suffer and endure. Irre- 
spective of the degree of discomfort, all 
patients are sufferers both physical and 
mental. Neither can be distinct from the 
other. The doctor’s reaction to suffering 
has some highly practical aspects. 

In the advance of science, a step back- 
ward is often necessary to pick up and 
evaluate some truth or statement care- 
lessly dropped. This backward step is both 
important and courageous. It is, in truth, 
in just such a backward step, after 
decades of extraordinary scientic advance 
in medicine and surgery, that the impor- 
tance of the individual patient is redis- 
covered. Surely, it is he who benefits by 
our skills or suffers by our mistakes. 
The final test of the worth of medical 
science is its effect on the patient. Even 
in these crowded times of new discoveries 
and the development of more and more 
accurate means of diagnosis, we can 
hardly be excused if we forget the object 
of it all—the patient himself. 

This professional generation has been 
taught that all scientific progress is the 
ready servant of the art of medicine. But 
the art is blind unless it is guided by 
understanding of the patient and of the 
significance to him of both his illness and 
his treatment. All of us practice psycho- 
therapy. It is inevitable, in a relation be- 
tween any two human beings, that they 
will produce some effect on each other. 

It is this side of a doctor that 
accounts for the almost universal feeling 
that natural aptitude and sympathy alone 
can bring forth skill. Some persons, to 
be sure, have greater gifts of understand- 
ing and human helpfulness than others; 
but we know quite well that no man is 
born a good doctor. He becomes a master 
only by thoughtful and earnest effort. 


[on word patient is derived, as every- 


Honesty of purpose and determination 
to succeed stand out in a doctor’s attitude 
and create confidence and hope in the 
patient. Obviously, half-hearted vacilla- 
tion creates doubt and anxiety. That 
miserable self-protective process of hedg- 
ing on diagnoses by making every pos- 
sible guess and sharing the resulting 
doubts with the patient is plain cowardice. 
If we are to produce the useful sentiment 
of hope in patients, we must be both hope- 
ful and honest. If we are to inspire faith, 
we must be wholeheartedly determined to 
do our best. If we are to inspire courage, 
we must have and show it ourselves. 

Over the years any doctor will meet an 
almost endless diversity of fears, sorrows, 
sufferings, sins and disappointed hopes, 
which most assuredly torment the body 
and derange its response. Increasing skill 
in penetrating beyond the physical ills to 
the spirit of the individual comes not from 
sympathy alone, but from constant pur- 
suit of knowledge of his traits and trials 
and from a sincere effort to help him. 

In this respect, to my mind, nothing 
gives such insight into the varied psycho- 
logic processes of mankind than wide 
reading; particularly fine romance, poetry 
and biography. The able novelist does 
much more than build up a plot; he por- 
trays characters and their response to 
human experiences both good and evil. 

Human personalities are so diverse that 
there are no blanket rules to follow. Some 
emotions, however, are conspicuous in all 
mankind so far as doctors are concerned. 
The chief of these is fear. Most persons 
who have reason to consult a doctor are 
apprehensive, and many are intensely so. 
Sometimes they have an especial dread of 
suffering. Sometimes it is the mere idea 
of seeing the doctor that frightens them. 
More often than not their fears are 
groundless or exaggerated, but they are 
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nevertheless strong enough and distress- 
ing enough to color the picture they give 
the doctor of their ills. 

Many patients are far more apprehen- 
sive and agitated than their outward ap- 
pearance would suggest. 

Today, “economic apprehension” also 
plays a part. The wage earner fears that 
he or members of his family will become 
incapacitated and thereby cause great 
economic hardship. Such a patient may 
regale the doctor with a long, involved 
story which has to do with the lady next 
door, the mother-in-law, what so-and-so 
said was the matter, and so on ad in- 
finitum. The doctor contributes a great 
deal toward cure by lending a sympathetic 
ear. 

A second universal trait is suggesti- 
bility, which is present to some extent in 
all of us. No matter what the disease or 
disorder may be, every patient is to some 
degree timid or pugnacious, sensitive or 
insensitive, intelligent or stupid, ignorant 
or informed, and will react to both his dis- 
order and his treatment accordingly. 
Therefore, one must have a rough work- 
ing idea of the patient as an individual 
personality, because it is not only the facts 
of the case but what the patient believes 
them to be and what he thinks they mean 
that constitute their significance to him. 
Prognosis, in the broadest sense of the 
word, is what interests him and what he 
reacts to emotionally. The treatment of 
any physical ailment requires patient con- 
sideration and understanding of these 
sensitive emotional reactions and skill in 
calling forth the more constructive re- 
sponses. 

No doctor should ever lose sight of the 
sensitiveness of patients to all therapeutic 
procedures. A process which to the doctor 
is an insignificant item of routine exami- 
nation may appear to the patient as some- 
thing horrible, or at least unexplainable 
and therefore full of dread possibilities. 
Every item has a personal significance to 
him. The test for the basal metabolic rate, 
for instance, impresses many patients as 
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though it had all the attributes of an 
operation with a general anesthetic. In 
the presence of such anxiety tests are 
worthless. A simple explanation of the ob- 
ject and of the harmless nature of the pro- 
ceeding will often suffice. “Take the pa- 
tient as much as possible into partnership” 
is a good rule to follow. 

Suggestion plays a part all the time, 
from the very first contact to the last. 
Its degree and nature depend on how a 
thing is said rather than on what is said. 
Guided by sympathetic understanding, 
honesty and tact, the doctor can avoid 
adverse suggestion throughout all diag- 
nostic and therapeutic procedures. 

Then there is the environmental effect 
of the office. The surroundings and at- 
mosphere may be physically agreeable or 
disagreeable in terms of sight, sound, and 
odor. They may also be emotionally ac- 
ceptable or repellent. They may seem 
gruesome; they may seem threatening, or 
they may seem hopeful and encouraging. 
A pleasant, quiet, cheerful and restful 
atmosphere in the waiting room, spic and 
span cleanliness, an air of antisepsis and 
efficient machines in the examining room 
reassure the patient and should never be 
neglected. 

This applies as well to the personnel. 
An attractive, friendly, interested but 
professional nurse is a great advantage. 
Often the patient in telling his story will 
look at the attendant and appear to be 
telling her the story; this is an uncon- 
scious attempt to seeking friendship and 
sympathy. 

Some definite objectives for a study and 
knowledge of the patient as an individual 
can be based on all these observations: 
the avoidance of unfavorable reactions 
and the fostering of favorable ones; the 
building up of courage and hope; the use 
of favorable suggestion and the avoidance 
of the opposite, and a constant effort fo 
gain intelligent cooperation both in diag- 
nosis and in treatment through mutual 
understanding and confidence. 



















Southern California Chapter: The Sur- 
gical Section of the Southern California 
Chapter announces the election of the follow- 
ing officers: 

Chairman of the Section, Justin J. Stein, 
M.D., F.A.C.S., F.I.C.S., Surgeon, Los An- 
geles Tumor Institute; Senior Surgeon, Cali- 
fornia Lutheran Hospital; Attending Sur- 
geon, Malignancy Service, Los Angeles 
County General Hospital; Tumor Consultant, 
Veteran’s Administration, West Los Angeles; 
Surgical Consultant Methodist Hospital; As- 
sistant Clinical Professor of Surgery, C.M.E. 

Vice-President, Eldon W. Tice, M.D., a well- 
known and outstanding surgeon of Los An- 
geles, and a staff officer of the Methodist 
Hospital. 

Secretary-Treasurer, Dr. Lawrence Adams, 
an associate of Dr. Buell Sprague in Holly- 
wood. Doctor Adams is one of our younger 
surgeons, but has just completed a success- 
ful year as Secretary of the Surgical Section 
of the Los Angeles County Medical Associ- 
ation. He is a staff member of the Holly- 
wood Presbyterian Hospital. 





















Netherlands Chapter Organized: The 
Netherlands Chapter of the International 
College of Surgeons was organized on Satur- 
day, October 21, 1951, with Prof. Dr. G. 
Chapchal of the University of Utrecht as Pres- 
ident, Dr. Glazenburg as Secretary and Dr. 
von Gulick as Treasurer. These officers met 
again on November 25, in Amsterdam, to 
examine proposed new members and work out 
further plans for the Chapter’s program of 
activities. 

A fine spirit of cooperation and much en- 
thusiasm attended the formation of this new 
Chapter, and an equally fine spirit of hos- 
pitality is evinced by a cordial letter from 
Dr. Chapchal, embodying the following invi- 
tation: 
















“Point 8 of our program dealt with the 
Madrid meeting of the International College 
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International College of Surgeons 


United States and Canadian Chapters 


of Surgeons in 1952. The members of the 
Dutch Chapter want to come to Madrid with 
their ladies and they would like to invite 
a delegation, before or after the Madrid 
meeting, to come to Holland for two days. 
During these two days a meeting will be 
held and there will be opportunity to instal 
the Netherlands Chapter. In any case the 
Dutch Fellows would be very glad to have 
the visit of a large delegation from the States 
and other countries. We propose to invite 
them to stay in our homes. If some of the 
members of the delegation like to stay more 
than two days they will be invited to stay in 
the homes of our Fellows as long as they 
like, to see Holland and to see Dutch sur- 
gical work. There will be, in any case, oppor- 
tunity for sightseeing and also opportunity 
to see operations and to visit hospitals.” 

The United States Chapter, as well as the 
College at large, extends a hearty welcome 
to the Netherlands Chapter and looks forward 
to many years of mutually rewarding co- 
operation and shared endeavor. 


Dr. Finsterer Honored: Prof. Dr. Hans 
Finsterer, F.R.C.S. (Hon.), F.I.C.S., has been 
awarded an honorary fellowship in the In- 
ternational Surgical Society. 


Postgraduate Courses: Attention is again 
called to the postgraduate courses offered by 
the German Chapter of the International Col- 
lege of Surgeons, to precede the Interna- 
tional Assembly in Madrid. The instructors in 
these courses are men of authority and dis- 
tinction in their fields, and the opportunity to 
study with them is an outstanding one. 

Members of the United States Chapter will 
also be interested in the Pre-Assembly Post- 
graduate Courses to be offered in Chicago in 
cooperation with the Cook County Graduate 
School of Medicine. Those who missed the 
announcement in the November Journal will 
find it on Page 817 of this issue. Details, as 
indicated, will be supplied on request. 
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Postgraduate Courses 


Preassembly Courses Offered by the International College of 
Surgeons in Cooperation with the Cook County Graduate 


School of Medicine 


The Seventeenth Annual Assembly of the 
United States and Canadian Chapters of the 
International College of Surgeons will be held 
in Chicago, September 2 to 5 inclusive, 1952. 
In keeping with the educational activities and 
objectives of the International College of Sur- 
geons, arrangements have been made to offer, 
in cooperation with the Cook County Graduate 
School of Medicine, a two-week Preassembly 
Postgraduate Course from July 14 through 
July 26. 

Since the course is designed primarily as an 
intensive review for members of the Interna- 
tional College of Surgeons and those preparing 
for its examination, the number of registrations 
will be limited. 

The course will consist of illustrated lectures, 
demonstrations, presentation of cases and surgi- 


cal clinics. The teaching faculty will be com- 
prised of members of the attending and asso- 
ciate staffs of Cook County Hospital and 
prominent guest lecturers from other cities. 

In addition to general sessions for the entire 
group, there will be numerous section sessions 
for surgeons primarily interested in the follow- 
ing fields: 

General Surgery 

Orthopedic Surgery 

Gynecology 

Urology 

Proctology 

Basic Sciences in Clinical Surgery 

Requests for application forms or additional 
information may be addressed to the Secretary, 
Preassembly Postgraduate Courses, Interna- 
tional College of Surgeons, 1516 Lake Shore 
Drive, Chicago 10, Illinois. 


Courses Offered by the German Chapter, International College 


of Surgeons 


The German Chapter of the International 
College of Surgeons is arranging a four-week 
postgraduate course, open to all surgeons except 
those in the Iron Curtain countries. The tenta- 
tive date for the beginning of the course is 
January 14, 1952. The following subjects will 
be presented: 

1. Thoracic Surgery. Given by Prof. Dr. Albert 
Lezius, Director of Surgical Department, 
University of Hamburg, and Assistants. 

Modern methods of anesthesia in chest 
surgery, with practical demonstrations 

Bronchoscopy 

Bronchography 

Intubation 

Postoperative care of the Bronchial Tree 
Operative treatments of Carcinoma of 
the Lungs 

Operative treatments of Bronchiectasis 

Operative treatment of Pulmonary 
Tuberculosis 


Operative treatments of tumors of the 
Mediastinum 
Surgery of the Esophagus and Cardia 
Operative treatment of congenital and 
acquired cardiac disease. (Fallot’s Tet- 
ralogy, Ductus Botalli, Coarctation of 
the Aorta, Stenosis of the Aortic Valve, 
Angina Pectoris.) 
Surgery of the Stomach. Given by Prof. Dr. 
G. E. Konjetzny, Director Emeritus, De- 
partment of Surgery, University of Ham- 
burg. 
a. Pathologic anatomy and _ pathological 
physiology of gastric ulcer 
b. Operations on the stomach 
ce. Evaluation of Dragsted’s operation and 
sympathectomy 
Urologic Surgery. Given by Prof. Dr. Hans 
T. Junker, Chief Urologic Clinic, Allge- 
meines Krankenhaus Barmbeck, Hamburg- 
Wandsbek. 
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a. Cystoscopy 

b. Pyelography 

c. Roentgen diagnosis of diseases of the 
Kidneys 

d. Endoscopic operative procedures in tu- 
mors of the Bladder 

e. Tumors of the Prostate (particularly 
hypertrophy) 

f. Prostatectomy 
1. Freyer’s method 
2. Millin’s procedure 
3. Harris’ method 

g. Total cystectomy for carcinoma of the 
bladder 

h. Miscellaneous subjects. 

4. Medullary Nailing of Fractures of Long 
Bones: Given by Prof. Dr. Gerhard 
Kiintscher, Surgeon in Chief, Kreiskranken- 
haus, Schleswig. 

a. Theoretic Considerations of Medullary 
Nailing 

b. Indications for Medullary Nailing 

c. Bones of the Leg, Arm and Forearm 

d. Medullary Nailing in Operations for 
Pseudo-Arthrosis 

e. Operative Technic 

f. Film Presentation 

Place: Postgraduate courses in Thoracic and 
Gastric Surgery will be held at the Surgical 
clinics of the University of Hamburg. The 
course in Urologic Surgery will be held at 
the Allgemeines Krankenhaus Barmbeck, 
Hamburg-Wandsbek. 

Tuition: For those residing in Europe, the tui- 
tion will be DM 100 per course. 

For those residing in the United States, 
Canada, Central America and South Amer- 
ica, the tuition will be $100 per course. 


Vierwochigen Fortbildungskurs 
Deutsche Chapter, International 
College of Surgeons 


Das Deutsche Chapter des International Col- 
lege of Surgeons beabsichtigt, einen vierwoéchi- 
gen Fortbildungskurs fiir junge Arzte und 
Chirurgen zu halten. Folgende Hauptthemen 
sind vorgesehen: 

1. Thoraxchirurgie: Prof. Dr. Albert Lezius, 
Direktor der Chirurgischen Universitits- 
Klinik und Poliklinik, Hamburg-Eppendorf, 
und Mitarbeiter. 

a. Moderne Narkose und Anesthesiever- 
fahren fiir die Thoraxchirurgie mit prak- 
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tischen Uebungen 
Bronchoskopie 
Bronchographie 
Intubation 
Post-Operative Bronchialtoilette 
Die Operative Behandlung des Lungen- 
carcinoms 
g. Der Bronchiektasen 
h. Der Lungentuberkulose 
i. Die Geschwiilste des Mediastinums 
j. Die Chirurgie des Oesophagus und der 
Cardia 
k. Die Chirurgie der Angeborenen und der 
erworbenen Herzfehler (Fallot’sche Tet- 
ralogie, Ductus Botalli, Coarctation der 
Aorta, Pulmonalstenose, Mitralstenose, 
Aortenklappenstenose, Angina pectoris) 
Chirurgie des Magens: Prof. Dr. G. E. 
Konjetzny, Direktor Emeritus der Chirur- 
gischen Universitats-Klinik und Poliklinik, 
Hamburg-Eppendorf 
a. Pathologische Anatomie und Patho- 
logische Physiologie des Magengeschwiirs 
b. Die Operationen am Magen 
ec. Stellungnahme zur Operation nach Drag- 
stedt und zur Sympathektomie 
3. Chirurgische Urologie: Prof. Dr. Hans T. 
Junker, Chefarzt, der Chirurgische-Urolo- 
gischen Klinik des Allgemeines Kranken- 
haus, Barmbek. 
a. Cystoskopie 
b. Pyelographie 
c. Roéntgendiagnose der Nierenerkrankun- 
gen 
d. Operative endoskopische Eingriffe bei 
Blasentumoren 
e. Prostatahypertrophie 
f. Die Prostektomie nach Freyer, nach Mil- 
lin und nach Harris 
g. Die totale Cystektomie beim Blasencar- 
cinom 
h. Miscellany 
4. Die Marknagelung von Frakturen Langer 
Rohrenknochen: Prof. Dr. Gerhard Kiints- 
cher, Chefarzt der Chirurgische Abteilung 
Kreiskrankenhaus Schleswig 
a. Theoretische Grundlagen der Marknage- 
lung 
b. Indikationen die Oberschenkelmarknage- 
lung 
ce. Die Unterschenkelmarknagelung Ober- 
arm und Unterarmmarknagelung 
d. Die Marknagelung bei Pseudarthrosen- 
operationen 
e. Operationstechnik 
f. Filmvorfiihrungen 
Die Zeit: Voraussichtlicher Beginn des Kurses 
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am Montag 14 Januar 1952 

Ort des Kurses: Thoraxchirurgie und Magen- 
chirurgie — Hamburg-Eppendorf, Chirur- 
gische Universitats-Klinik. 

Urologie — Allgemeines Krankenhaus 
Barmbeck, Hamburg-Wandsbek. 

Kosten: Kosten fiir Angehérige europaischer 
Staaten DM 100. 

Kosten fiir Angehorige der U.S.A., der 
Mittel und Siidamerikanischen und Canada 
Staaten 100 Dollar. 

Die Kurse: Die Kurse bestehen in theoretischen 
Vorlesungen unde in taglichen Uebungen 
und Operationen. 

Kursleiter: Prof. Dr. Albert Lezius: Prof. Dr. 
G. E. Konjetzny: Prof. Dr. Hans T. 
Junker: Prof. Dr. Gerhard Kiintscher. 

Anmeldungen bis 1 Januar 1952: Prof. 
Dr. A. Lezius, Direktor, Chirurgischen Uni- 
versitaéts-Klinik und Poliklinik, Hamburg- 
Eppendorf. 


Cours Avancés Offerts par le 
Chapitre Allemand 
du College International 


des Chirurgiens 
Te Chapitre Allemand du Collége Interna- 


tional des. Chirurgiens organise un cours avancé 

de quatre semaines. Les sujets suivants seront 

traités: 

1, Chirurgie Thoracique. Par 
Professeur Albert Lezius, Directeur de la 
section de Chirurgie a l'Université de Ham- 
burg et ses Assistants. 


Monsieur le 


a. Méthodes modernes d’anesthésie en 

chirurgie thoracique, avec démonstrations 
pratiques 

b. Bronchoscipe 
Bronchographie 
Intubation tracheale 
Traitement post-opératoire en matiére 
d’arbre bronchique 
Traitement chirurgicale des cancers du 
poumon 
Traitement chirurgicale des dilatations 
des bronches 
Traitement chirurgicale de la tubercu- 
lose pulmonaire 
Traitement chirurgicale des tumeurs du 
médiastin 

. Chirurgie de l’ésophage et du cardia 

. Traitement chirurgicale des _ cardio- 
pathies congénitales et acquises (Tétra- 
logie de Fallot, Persistance du Trou de 
Botal, Sténose de l’Isthme de |’Aorte. 
Retrécissement de Jl’Orifice Aortique, 


POSTGRADUATE COURSES 


Angine de Poitrine) 

2. Chirurgie Gastrique. Par Monsieur le Prof- 
esseur G. E. Konjetzny, Directeur Emérite 
de la Section de Chirurgie 4 l'Université de 
Hamburg. 

a. Anatomo Pathologie et Physio Patho- 
logie de l’ulcére de l’estomac 

b. Chirurgie gastrique 

c. Discussion de la valeur de l’Opération de 
Dragstedt et de la Sympathectomy 

Urologie. Par Monsieur le Professeur Hans 

T. Junker, Chef de la Clinique d’Urologie 

a Allegemeines Krankenhaus, Barmbeck, 

Hamburg-Wandsbek. 

a. Cystoscopie 

b. Pyélographie 

c. Radiologie dans de diagnostic des mala- 
dies rénales 

d. La Chirurgie endoscopique des tumeurs 
de la vessie 

e. Les tumeurs de la prostate 

f. Prostatectomie 
1. Par la méthode de Freyer 
2. Par la méthode de Millin 
3. Par la méthode de Harris 

g. Cystectomie totale pour cancer de la 
vessie 

h. Sujets divers 

L’Enclavage Medullaire des Fractures des 

os Longs. Par Monsieur le Professeur Ger- 

hard Kiintscher, Chirurgien Chef, Kreis- 

krankenhaus, Schleswig 

a. Considérations théoriques sur l’enclavage 
médullaire 
Les indications de l’enclavage médullaire 
Os de la jambe, du bras et de |’avant bras 
Le traitement des Pseudarthrosis par 
Venclavage médullaire 

. Téchnique opératoire 

f. Présentation de films. 

Date: La date prévue pour le début du cours 
est le 14 janvier 1952. 

Place: Les course avancés de Chirurgie Gas- 
trique et Thoracique seront donnés a la 
Clinique Chirurcale de ]’Université de Ham- 
burg. Le cours d’Urologie sera donné a 
l’Allegemeines Krankenhaus, Barmbeck, 
Hamburg-Wandsbek. 

Inscriptions: Pour ceux habitant 
linscription sera de 100 DM. 

Pour ceux habitant les Stats-Unis, 
l’Amerique Centrale et du Sud et le Canada, 
I’Inscription sera de $100 par cours. 

Les Cours: Les cours consisteront de demon- 
strations pratiques, de cours théoriques et de 
techniques opératoires donnés par les prof- 
esseurs. 


l'Europe, 
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Les Directeurs: Les Directeurs des cours 
avancés sont: Messieurs Les Professeurs Al- 
bert Lezius, G. E. Konjetzny et hans T. 
Junker. 

Les demandes de renseignements et les in- 
scriptions seront recues jusqu’au le Janvier 
1952, et devront tre adressées 4 Monsieur le 
Professeur A. Lezius, Directeur de la Section de 
Chirurgie, Université de Hamburg, Hamburg, 
Eppendorf, Allemagne. 


Cursos de Post-Graduado Ofrecidos 
por el Capitulo Aleman 


del Colegio Internacional 
de Cirujanos 


El Capitulo Aleman del Colegio Internacional 
de Cirujanos esta preparando un curso de Post- 
Graduado de cuatro semanas de duracién, La 
siguiente materi sera presentada. 

1. Cirugia de Torax: Explicada por el Profesor 
Dr. Albert Lezius, Director del Departa- 
mento de Cirugia, La Universidad de Ham- 
burgo, y por sus asistentes. 

a. Metodos modernos de _ anestesia en 
cirugia de torax, con demonstraciones 
practicas 

b. Broncoscopia 

c. Broncografia 

d. Intubacién 

e. Cuidado post-operatorio del Arbol Bron- 
quial 

f. Tratamiento quirurgico del Carcinoma 

del Pulmoén 

g. Tratamiento quirurgico de la bronquiec- 
tasia 
h. Tratamiento quirurgico de la Tuberculo- 

sis pulmonar 

i. Tratamiento quirurgico de los tumores 
del mediastino 

j. Cirugia del esofago y cardias 

k. Tratamiento quirurgico de enfermedades 
cardiacas congenitas y adquiridas (Tetra- 
logia de Fallot, Coartacién de la Aorta, 
Estenosis de la Valvula Aortica, Angina 
Pectoris) 

2. Cirugia del Estomago: Explicada por el 
Profesor Dr. G. E. Konjetany, Director 
Emerito del Departamento de Cirugia de la 
Universidad de Hamburgo. 

a. Anatomia y fisiologia patologica de la 
Ulcera gastrica 

b. Operaciones del estomago 

c. Evaluacién de la operacién de Dragstedt 
y la simpatectomia 


3. Cirugia Urologica: Explicada por el Prof. 
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Dr. Hans T. Junker, Jefe de la Clinica 
Urologica, Allgemeines Krankenhaus Barm- 
beck, Hamburg-Wandsbek 

a. Cistoscopia 

b. Pielografia 

c. Diagnostico Radiologico de las Enferme- 
dades de los Rifiones 

d. Tenicas operatorias endoscopicas en 
tumores de la vejiga 

e. Tumores de la prostata (Particularmente 
la hipertrofia) 

f. Prostatectomia 
1. Metodo de Freyer 
2. Metodo de Millin 
3. Metodo de Harris 

g. Cistectomia total en Carcinoma de la 

vejiga 
h. Temas Miscelaneos 

1. Aplicacién Medular de Clavos en I’ractures 
de los Huesos Largos: Explicada por el 
Profesor Dr. Gerhard Kiintscher, Jefe en 
Cirugia, Kreiskrankenhaus, Schleswig. 

a. Consideraciones teoricas sobre aplica- 
cién medular de clavos 

b. Indicaciones 

c. Huesos de la pierna, brazo y antebrazo 

d. Aplicacién de clavos en pseudo-arthrosis 

e. Tecnocas operatorias 

f. Presentacion de Peliculas 

Iecha: La fecha aproximada para el comienzo 
del curso es Enero 14, 1952 

Lugar: Los cursos de post-graduado en cirugia 
de torax y estomago se llevaran a cabo en 
las clinicas, quirurgicas de la Universidad 
de Hamburgo. El curso en cirugia urologica 
se ofrecera en Allgemeines Krankenhaus 
Barmbeck, Hamburgo-Wandsbek. 

Matricula: Para aquellos que residen en Europa, 
el costo sera de DM 100 cada curso. 

Para aquellos que residen en Los Estados 
Unidos, Canada, Centro y Sud America, el 
costo sera de $100.00 cada curso. 

Cursos: Los cursos consistiran en demostraciones 
practicas diarias, conferencias y procederes 
quirurgicos realizados por los profesores y 
asistidos por los post-graduados. 

Directores: Prof. Dr. Albert Lezius, Prof. Dr. 
G. E. Konjetany, Prof. Dr. Hans T. Junker, 
Prof. Dr. Gerhard Kintscher. 

Solicitudes de Matricula: Solicitudes de matric- 

ula para los cursos de post-graduados seran 

aceptadas hasta Enero 1, 1952 y deben ser 
dirigidas a la Profesor Dr. Albert Lezius, 

Jefe del Departamento Quirurgico de la 

Universidad de Hamburgo, Hamburgo-Ep- 

pendorf, Alemania. 
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Corsi per Laureati Offerti Dalla 
Sezione 'Tedesca 


dell’ International 
College of Surgeons 


La Sezione Tedesca dell’ “International Col- 
lege of Surgeons” sta preparando un corso per 
laureati della durata di un mese. Saranno pre- 
sentati i seguenti argomenti: 

1. Chirurgia Todacica: Prof. Dott. Albert 
Lezius, Direttore della Clinica Chirurgica 
dell’Universita d’Amburgo, ed i suoi as- 
sistenti. 

Metodi moderni d’Anestesia in chirurgia 
toracica, con dimostrazioni pratiche 
Broncoscopia 
Broncografia 
Intubazione 
Cura _ postoperatoria 
chiale 
Trattamento operatorio del cancro del 
polmone 
Trattamento operatorio delle bronchie- 
tasie 
Trattamento operatorio della tubercolosi 
polmonare 
Trattamento chirurgico di 
mediastino 
Chirurgia dell’esofago e del cardia 
Trattamento operatorio delle cardiapatie 
congenite ed acquisite (Tetralogia di 
Fallot, Dotto di Botallo, Coartazione 
aortica, Stenosi della valvola aortica, 
Angina di Petto) 
Chirurgia Dello Stomaco: Prof. Dott. G. E. 
Konjetzny, Direttore Emerito della Clinica 
Chirurgica dell’Universita d’Amburgo 

a. Anatomia e fisiologia patalogica dell’ul- 

cera gastrica 

b. Interventi sullo stomaco 

ce. Valutazione dell’intervento di Dragstedt 

e simpaticectomia 
Chirurgia Urologica: Prof. Dott. Hans T. 

Junker, Capo della Clinica Urologica, All- 

gemeines Krankenhaus, Barmbeck, Amburgo- 

Wabdsbej 

a. Cistoscopia 

b. Pielografia 

c. Diagnosi radiologica delle malattie del 
rene , 
Procedure operatorie endoscopiche dei 
tumori della vescica 
Tumori della prostata (particolarmente 
ipertrofia ) 
Prostatectomia 
1. Metodo di Freyer 


dell’Albero bron- 


tumeri_ del 


POSTGRADUATE COURSES 


2. Metodo di Millin 
3. Metodo di Harris 
g. Cistectomia totale nel carcinoma della 
vescica 
h. Argomenti vari 
Trattamento Delle Fratture Delle Ossa 
Lunghe Con il Metodo Delle’ Inchiodamento 
Intramidollare 
a. Considerezioni teoriche 
b. Indicazioni 
c. Applicazioni 
feriore 
d. Applicazioni in casi di pseudoartrosi 
e. Tecnica operatorie 
f. Prezentazione di radiogrammi 
Data: La data probabile dellinizio del 
corso e il 14 Gennaio 1952 
Situazione: I corsi di chirurgia toracica e 
gastrica saranno tenuti alla Clinica Chirur- 
gica dell’Universita d’Amburgo. I] corso in 
chirurgica urologica sara tenuta nella Allge- 
meines Krankenhaus Barmbeck, Amburgo- 
Wandsbek. 

Tassa: Per quelli che risiedono in Europa, la 
tassa sara di 100 D.M. 

Per quelli che risiedono negli Stati Uniti. 
America Centrale e Medionale e Canada, la 
tassa sara di $100.00 per corso. 

I Corsi: I corsi consisteranno de dimostra- 
zioni pratiche, lezioni e interventi operatori 
quotidiane attuate dagli insegnanti e dei 
laureati. 

I Direttori: Prof. Dott. Albert Lezius, Prof. 
Dott. G. E. Konjetzny, Prof. Dott. Hans T. 
Junker, Prof. Dott. Gerhard Kiintscher. 
Informazione e domande frequenza per il 

corsi per laureati saranno ricevute sino al 1 

Gennaio 1952 e devono essere indirizzate al 

Prof. Dott. Albert Lezius, Direttore della 

Clinica Chirurgica, Universita d’Amburgo, Am- 

burgo-Eppendorf, Germania. 


all’arto  superiore ed in- 


Cursos de Post-Graduacao Oferecidos 
Pelo Capitulo Alemao 


do Collegio Internacional 
de Cirurgioes 


b. Broncoscopia 

de Cirurgioes esta organizando um curso de 

post-graduacao de quatro semanas. Os seguin- 

tes assuntos serao apresentados: 

1, Cirurgia do Thorax. Dado pelo Prof. Albert 
Lezius, director do Departamento Cirurgico, 
Universidade de Hamburgo e seus assis- 
tentes. 

a. Metodos 


modernos de_ anestesia em 
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cirurgia torax com demonstracoes pra- 

ticas 

Broncoscopia 

Broncografia 

Intubacao 

Cuidados_ pos-operatorios de  arvore 

bronquial 

f. Tratamentos operatorios do carcinoma 
dos pulmoes 

g. Tratamentos operatorios da bronquiec- 

tasia 


b. 
c. 
d. 
e. 


h. Tratamento operatorio da _tuberculose 
pulmonar 

i. Tratamento operatorio de tumores do 
mediastino 


Cirurgia do esofago e do cardia 
Tratamento operatorio de doencas car- 
diacas adquiridas ou congenitas (Tetra- 
lagia de Fallot, Buraco de Botal, Coarc- 
tacao da Aorta, estenose de valvula 
aortica, angina pectoris) 

2. Cirurgia do Estomago. Dado pelo Prof. Dr. 
G. E. Konjetzny, Diretor Emerito, Departa- 
mento de Cirurgia, Universidade de Ham- 
burgo. 

a. Anatomia patologica e psiologia pato- 
logica da ulcera gastrica 

b. Operacoes sobre 0 estomago 

c. Julgamento do operacao de Dragstedt e 
simpatectomia 

3. Cirurgia Urologica. Dada pelo Prof. Dr. 
Hans T. Junker, Chefe Clinica Urologica, 
Allgemeines Krankenhaus Barmbeck, Ham- 
burg-Wandsbek. 

a. Cistoscopia 

b. Pilografia 

d. Diagnostico radiologico das doencas dos 
rins 

e. Processos operatorios endoscopicos em 
tumores da bexiga 

f. Tumores da prostata (particularmente 
hipertrofia) 

Prostatectomia 
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1. Metodo de Freyer 

2. Metodo de Millin 

3. Metodo de Harris 
h. Cistectomia total em carcinoma da bexiga 
i. Assuntos diversos 


4. Fixacao de Fraturas de Osos Longos por 


Cravejamento Metalico Medular: Dado pelo 

Prof. Dr. Gerard Kuntscher, Chirurgiao en 

Chefe, Kreiskrankenhaus, Schleswig. 

a. Consideracoes teoricas sobre craveja- 
mento metalico medular 

b. Indicacoes para cravejamento metalico 
medular 

c. Osos de perna, braco y ante braco 

d. Cravejamento medular em _ operacoes 
para pseudo-artrosis 

e. Tecnica operatoria 

f. Film 

A Data: A data provanel para inicio do curso 
e 14 Janeiro de 1952. 

Sitio: Cursos pos-graduados em Cirurgia do 
Estomago e do Thorax serao dados na Clin- 
ica Cirurgica da Universidade de Hamburgo. 
O curso de Cirurgia Urologica sera dado no 
Allgemeines Krankenhaus Barmbeck, Ham- 
burgo-Wandsbek. 

Taxes: Para os residentes nos_ Estados 
Unidos, Central e Sul'America e Canada, a 
taxa sera de $100.00 por curso. 

Para os residentes na Europa, a taxa sera 
de DM 100 para cada curso. 

Os Cursos: Os cursos consistirao de demon- 
stracaes practicas, aulas e operacaes dadas 
por professores e post-graduados. 

Diretores: Prof. Dr. Albert Lezius. Prof. Dr. 
G. E. Konjetzny. Prof. Dr. Hans T. 
Junker. Prof. Dr. Gerhard Kuntscher. 
Informacaes e registro para os cursos de pos- 

graduacao serao recebidas ate 1 de Janeiro de 

1952 e devem ser dirigidas ao Prof. Dr. Albert 

Lezius, Universidade de Hamburgo, Diretor do 

Departamento Cirurgico, Hamburgo-Eppendorf, 

Alemanha. 









University of Barcelona ...... May 16, 17, 18 
University of Madrid ............ May 20-23 


Dates of International Assembly Meetings 





University of Bordeaux .......... May 13, 14 





Inauguration of Netherlands Chapter, 


Pee May 29, 30 













University of Vienna ............ May 26, 27 








General News Notes 





Essay Contest: The Twelfth Annual Essay 
Contest of the Mississippi Valley Medical 
Society will be held in 1952. The Society 
will offer a cash prize of $200, a gold medal, 
and a certificate of award for the best un- 
published essay on any subject of general 
medical interest (including medical economics 
and education) and practical value to the 
general practitioner of medicine. Certificates 
of merit may also be granted to the physi- 
cians whose essays are rated second and third 
best. Contestants must be members of the 
American Medical Association and are resi- 
dents and citizens of the United States. The 
winner will be invited to present his con- 
tribution before the 17th Annual Meeting of 
the Mississippi Valley Medical Society to be 
held in St. Louis, Mo., Oct. 1, 2, 3, 1952, the 
Society reserving the exclusive right to first 
publish the essay in its official publication— 
the Mississippi Valley Medical Journal (incor- 
porating the Radiologic Review). All contri- 
butions shall be typewritten in English in 
manuscript form, submitted in five copies, not 
to exceed 5,000 words, and must be received 
not later than May 1, 1952. The winning 
essays in the 1950 contest appear in the Janu- 
ary 1951 issue of the Mississippi Valley Med- 
ical Journal (Quincy, IIl.). 

Further details may be secured from 
Harold Swanberg, M.D., Secretary, Missis- 
sippi Valley Medical Society, 209-224 W. C. U. 
Bldg., Quincy, IIl. 

Plastic Surgery Essay Awards: The 
Foundation of the American Society of 
Plastic and Reconstructive Surgery announced 
the winners of this year’s awards in its 
Competitive Essay, at the Annual Meeting 
of the Society in Colorado Springs, Oct. 30- 
Nov. 1, 1951. 

Dr. Richard B. Stark, New York City, won 
a Scholarship Award for his essay: “The 
Cross-Leg Flap Procedure.” 

Dr. Kathryn Lyle Stephenson, Santa Bar- 
bara, California, with her essay “The Pro- 
duction of Ectopic Cartilage”; Dr. Michael 
N. Tempest, Leeds, Yorkshire, England, with 
an essay entitled “Cross-Finger Flaps in the 
Treatment of Injuries to the Finger Tip”, 
and Dr. Allyn J. McDowell, North Hollywood, 
California, with an essay entitled “Mass 
Treatment of Burns in Atomic Warfare”, 
won Honorable Mention. 


The Award Committee consisted of: Drs. 
Robert H. Ivy, (Philadelphia) Neal Owens, 
(New Orleans); Kenneth L. Pickrell (Dur- 
ham, N. C.); Lyndon A. Peer (Newark) ; 
Clarence R. Straatsma (New York), and 
Jacques W. Maliniac, exofficio, New York. 

For full particulars pertaining to the 1952 
Competitive Essay write to the Award Com- 
mittee, c/o Jacques W. Maliniac, M. D., 11 
East 68th Street, New York 21, N. Y. 


Dermatologic Congress: The International 
Congress of Dermatology will hold its tenth 
annual meeting in London July 21 to 26, 1952. 
Discussion topics include: Effects on the Skin 
and on Skin Diseases of ACTH and Cortisone; 
Treatment of Tuberculosis and Allied Condi- 
tions; and Pathogenesis of Eczema. The secre- 
tary is Dr. G. B. Mitchell-Heggs. Further 
information may be obtained by addressing 
him at the Institute of Dermatology, St. 
John’s Hospital for Disease of the Skin, Lisle 
Street, London. 


Congress on Gastroenterology: The Na- 
tional Society of Gastroenterology will hold 
its third European congress April 20 to 25, 
1952, at Bologna. Acute and chronic pancrea- 
titis and chronic constipation will receive 
special attention on the proposed program. 
The languages of the congress are English, 
Spanish, French, Italian and German. Infor- 
mation may be obtained from the secretary- 
general of the congress, Institute of Clinical 
Medicine, Bologna, Italy. 


Fourth Pan-American Congress of Oph- 
thalmology: This congress will meet Jan. 6 
to 12, 1952, in Mexico City. The clinical and 
scientific programs have been assigned, and 
representatives from all the Americas are 
expected to participate. The president of the 
congress is Dr. Antonio Torres Estrada. 


Report on Sanitation: The number of 
Americans living in communities with sani- 
tation regulations for public eating and drink- 
ing establishments that meet standards de- 
veloped by the Public Health Service, Federal 
Security Agency, has more than doubled in 
the last five years, according to Dr. Joseph 
W. Mountin, Chief of the Bureau of States 
Services, Public Health Service. 

















New 


Books 





Surgical Pathology of the Mouth. By E. 
Wilfred Fish. Philadelphia: J. B. Lippincott 
Co., 1951. 

The majority of the eighteen chapters of 
this book deal with pathologic conditions of 
the tooth and its supporting structures. The 
last three chapters deal briefly with tumors 
of mesenchymal and epithelial tissue associ- 
ated with the teeth and the gingivae. 

The author has confined himself to path- 
ologic studies that have a direct dental appli- 
cation. His book, therefore, deserves recom- 
mendation as an aid to the dental student, 
either before or after he reads a textbook 
on general pathology. 

The illustrations, most of which are photo- 
micrographs, are good. There is a brief sum- 
mary at the end of each chapter. 

ARNO LESHIN, M.D. 


Your Mind and Appearance: A Psycho- 
logical Approach to Plastic Surgery. By 
Adolph Abraham Apton. New York: Citadel 
Press, 1951. Pp. 212, with 28 illustrations. 

Dr. Apton is a member of the staff of 
Mount Sinai Hospital in New York and has 
given much time and study to the problems 
of plastic surgery. His particular interest 
in the psychological effect of disfiguring de- 
fects at any stage of human life has given 
rise to the ideas on which this book is based. 
The volume has, therefore, one element 
usually absent from a scientific publication, 
i.e., “human interest” in the sense the phrase 
has acquired in journalism. The author has 
a genuine understanding and sympathy for 
the patient who is psychically handicapped, 
even by what may appear to others a minor 
defect. If beauty is in the eye of the beholder, 
even more is disfigurement, slight or serious, 
important in proportion to its mental and 
emotional effect on the disfigured. This 
psychic damage varies widely, depending on 
the sensitiveness of the subject. 

The book opens with a discussion of de- 
fects of infancy and childhood and carries 
on the subject through adulthood. Great at- 
tention is paid to methods of reassuring the 
patient and establishing sound and confident 
doctor-patient relations before any correc- 
tive procedure is undertaken. The book is 
one that should appeal to both lay and pro- 





fessional readers and should certainly carry 
encouragement to those who suffer from dis- 
figurement and do not realize what plastic 
surgery could do for them. M. T. 


Surgical Measures in Hypertension. By 
Reginald H. Smithwick, Springfield, IIl.: 
Charles C. Thomas, 1951. 

In this monograph the author presents the 
status of the surgical treatment of hyper- 
tension up to the present time. Extensive 
denervation of the vascular bed is the most 
widely applicable maneuver. The selection 
of cases for surgical treatment is most im- 
portant. In proper hands the mortality 
should be slight and the statistical chance is 
claimed to be worth while. 

It is the author’s opinion that operations 
which thoroughly denervate the splanchnic 
bed are the most useful. He advocates ex- 
posure which permits exploration of. the 
adrenal glands and kidneys. In this way 
adrenal tumors may be found and removed, 
and the useless kidney may be extirpated. 

The lumbodorsal technic is the most use- 
ful procedure. The sympathetic trunk is re- 
moved bilaterally from D8 to Ll. In some 
instances cardiac denervation seems _ indi- 
cated. When very extensive procedures are 
necessary they should be performed in 
stages. 

A study of the late results indicate that 
life expectancy has been prolonged. It is 
stressed that surgical intervention should 
not be reserved as a last resort. 

The material is nicely presented and the 
text reads clearly. This booklet can be rec- 
ommended for anyone interested in the sub- 
ject of hypertension. 

Philip Thorek, M.D. 


Principles of Orthodontics. By J. A. Salz- 
mann. Philadelphia: J. B. Lippincott Co., 
1950. Pp. XIX-887, with 533 illustrations. 

This is the most extensive textbook of 
orthodontics in the English language. Salz- 
mann has endeavored to integrate the funda- 
mental concepts of growth and development 
with the clinical aspects of orthodontics. The 
presentation is sometimes marred by a lack 
of critical evaluation of material; the reader 
is enabled to form his own judgments, how- 
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ever, by reference to the complete bibli- 
ography at the close of each chapter. There 
is a generous number of illustrations, includ- 
ing photographs and many useful charts. 
Except for some intra-oral photographs these 
are, on the whole, of excellent quality. Salz- 
mann’s book deserves to be included in the 
libraries of students and practitioners in 
dentistry. It also offers much pertinent in- 
formation to those interested in maxillo- 
facial surgery. 
MILTON B. ENGEL, D.D.S. 


Aberrations of Sexual Life. By Alexander 
Hartwich. London and New York: Staples 
Press, 1951. Pp. 343. 

The book provides a concise and readable 
down-to-date version of Krafft - Ebing’s 
Psychopathia Sexualis, all of which, beyond 
the first chapter, has been materially edited 
by Dr. Hartwich in order to include aspects 
of the subjects which have appeared or been 
clarified since the appearance of the original 
work. 

Deviations of the sexual impulse are pre- 
sented in two groups, the first of which in- 
cludes sexual anesthesia, hypesthesia, hyper- 
esthesia, abnormali intensity of the sexual 
impulse in childhood, reawakening of the im- 
pulse in old age, pedophilia, gerontophilia, 
zoophilia and auto-eroticism. The second 
group covers fetishism, sadism, masochism 
and exhibitionism. Detailed explanation of 
these abnormalities, including many illustra- 
tive case experiences, occupies fully two thirds 
of the volume. The remaining third is de- 
voted to a study of homosexuality, and the 
appendix, a highly interesting essay, deals 
with therapy and prognosis. 

The book as a whole is a valuable addition 


NEW BOOKS 


to the library of any student of sexual 
psychology, whether physician or layman. 
Though it cannot be called simple or easy 
reading, neither can it be called difficult or 
pedantic the only difficulty is that inherent 
in the subject itself, which of course bristles 
with complications. Dr. Hartwich has suc- 
ceeded to an astonishing degree in clarifying 
these even for the nonprofessional reader. To 
psychologists, psychiatrists, students in these 
fields and others who are sufficiently familiar 
with their terminology it is highly recom- 
mended.—M. T. 


Surgical Treatment for Abnormalities of 
the Heart and Great Vessels. By Robert E. 
Gross, Springfield, Ill.: Charles C. Thomas, 
1950. 

The monograph represents the second 
printing of the first edition. Much of the 
subject material herein presented has been 
gathered from the author’s previous medical 
writings. The subjects discussed are: patent 
ductus arteriosus, defects of the pericardi- 
um, tetralogy of Fallot, right aortic arch, 
double aortic arch, anomalous right sub- 
clavian artery, and coarctation of the aorta. 

The section dealing with anomalous right 
subclavian artery and “dysphagia lusoria” 
is especially well written. 

Since the first printing of this work the 
strides made in the field of cardiovascular 
surgery have been tremendous. It was with 
this thought in mind that made the section 
dealing with experimental observations par- 
ticularly noteworthy. 

The booklet is nicely written and can be 
recommended for anyone interested in the 
subject of cardiovascular anomalies. 

Philip Thorek, M.D. 





CORRECTION 


Due to a‘printer’s error the name of the author, C. A. Proano C., M.D., whose 
article begins on page 724, was misspelled. We trust Dr. Proano and the readers 
will accept our apologies for this error. 











Abstracts from Current Literature 





Carcinoma of the Pancreas. Miller, J. R.; 
Baggenstoss, A. H., and Comfort, M. W., 
Cancer 4:238, 1951. 

This study, dedicated to the classification 
of primary pancreatic carcinoma and to the 
relation of the various classifications to clin- 
ical and pathologic behavior, is based on 202 
cases of carcinoma of the pancreas proved at 
necropsy at the Mayo Clinic from 1920 to 
1946 inclusive. Carcinomas of islet cell origin 
were excluded. The following table of the 
histologic types of lesion observed is pre- 
sented: 


Type Number Per cent 
Ductal carcinoma ........ 165 81.6 
Adenocarcinoma ....... 162 80.2 
Squamous cell carcinoma 3 1.4 
Acinar carcinoma ........ 27 13.4 
Carcinoma of indeterminate 
ST ye ee 10 5 
Large cell carcinoma.... 6 
Small cell carcinoma.... 2 
Carcinoma resembling 
RESIN 6625645440008 2 
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The average age at death was 60.7 years. 
There were 144 men (71.1 per cent) and 58 
women (28.7 per cent). In more than two- 
thirds (71.38 per cent) the tumors were situ- 
ated in the head of the pancreas and in less 
than a third (28.7 per cent) they occurred 
in the body and tail. The body tumors were 
somewhat larger, on the average, than those 
in the head. 

The authors suggest that the grade of 
malignancy of carcinoma of the pancreas 
definitely influences the behavior of the lesion. 
This conclusion was fortified by the observa- 
tion that the size of the tumors and the in- 
cidence of venous thrombosis and metastasis 
increased progressively with the grade of 
malignancy. 

They confirmed the importance observa- 
tions of Kaplan and Angrist that jaundice 
associated with carcinoma of the pancreas is 
virtually never the result of compression 
alone, invasion of the wall of the common 
duct being necessary for the development of 
mechanical obstruction. 

Pain, stated to be present in 85 per cent 
of cases, may be the earliest and most per- 
sistent symptom. (Parenthetically it may be 
observed that pain due to pancreatic malig- 
nant disease may evade diagnosis for long 
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periods, and in such cases the patients have 
not seldom been dismissed as psychoneurotics. 
—Abstractor). 

It may therefore be significant that Miller 
and his co-workers discovered involvement of 
the pancreatic nerves in 83.8 per cent of their 
cases of carcinoma of the head of the pan- 
creas. 

The frequency of venous thrombosis in 
cases of pancreatic carcinoma has never been 
adequately explained. It occurs more than 
twice as frequently when the carcinoma in- 
volves the pancreatic body as when the head 
is involved. Perhaps patients with carcioma 
of the pancreatic body and tail live longer 
than those with the head lesion, so that there 
is more time for local spread, metastasis and 
venous thrombosis to develop. 

The incidence of fat necrosis (44 per cent) 
and that of suppuration (6 per cent) were 
higher in cases of acinar carcinoma than in 
the ductal variety. This may indicate that 
acinar carcinomas produce enzymes capable 
of digesting tissue and are in fact function- 
ing neoplasms. Hemorrhagic pancreatitis was 
associated with pancreatic carcinoma in only 
1 case, in which the neoplasm was of the 


acinar type. 
THOMAS WILENSKY, M.D. 


Measurement of Blood Loss During Surgical 
Operations. Bonica, J. J., and Lyter, C. S., 
Am. J. Surg. 1:496, 1951. 

The authors review the American literature 
and present a simple and practical method 
which they have used in 748 operations. For 
most of this study they used the gravimetric 
technic, which is based on the weighing of 
sponges, packs, towels or other materials that 
have been linen employed for collecting blood 
during an operation. Dry sponges and packs 
do not have to be weighed before every oper- 
ation, since they are remarkably uniform in 
weight and dryness when they come out of 
the autoclave. The complete gain in weight 
of the sponges is treated as blood loss, each 
gram being considered as equivalent to 1 cc. 
No correction is attempted for the slight 
variation of the specific gravity of the blood. 

The gravimetric method affords a simple, 
practical and accurate means of measuring the 
amount of blood lost from the surgical wound. 
As there is additional blood is lost into the 
tissue and in vessels proximal to ligatures, 
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the amount determined by the gravimetric 
method is the minimal amount to be replaced. 

The authors also bring out the fact that 
replacement of blood lost during surgical 
operations is an essential part of the opera- 
tion, to prevent shock and decrease post- 
operative morbidity; i.e., for optimal results 
the blood must be administered as it is being 
lost and in proper amounts. 

CHARLES C. ABBOTT, M.D. 


Afferent Innervation of Peripheral Blood 
Vessels Through Sympathetic Trunks. 
Kuntz, A., South M. J. 44:673-678, 1951. 
It is difficult to explain the deep burning, 

prickling, tingling sensations in lower ex- 
tremities which are paralyzed and insensitive 
to the usual tests for exteroceptive and pro- 
prioceptive sensation after the occurrence of 
a transverse lesion of the spinal cord, yet they 
are common clinical phenomena. Lumbar 
sympathectomy has been used to relieve such 
pain. This supports the assumption that 
afferent nerve fibers remain patent after 
abolition of responsiveness to the tests. 

Dr. Kuntz, at the St. Louis University 
Medical School, performed multiple experi- 
ments on series of cats, using both the upper 
and lower. extremity in attempts to demon- 
strate the presence of afferent innervation 
of peripheral blood vessels passing through 
the sympathetic trunks. 

In one series of cats the thoracic spinal 
nerves were divided unilaterally distal to the 
spinal ganglia, with the communicating rami 
left intact, or the white communicating ramus 
of the first sympathetic nerve was severed 
and the sympathetic trunk was divided just 
caudal to the first thoracic ganglion. In others, 
both roots of the lumbar nerves were divided 
distal to the spinal ganglia, the communicat- 
ing ramus being left intact. After an interval 
of three to five weeks after the operation, to 
insure complete degeneration of the divided 
myelinated fibers, the animals were killed. 
Osmic acid preparation of the gray com- 
municating rami taken from the cats which 
had been subjected to unilateral operation 
showed consistently that those taken from the 
operative side included fewer myelinated 
fibers than did corresponding ones from the 
opposite side. Preparations from the latter 
side corresponded well with specimens re- 
moved from man. The conclusions were that 
the myelinated fibers had undergone degen- 
eration on the operative side. Since no af- 
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ferent fibers except those which arise in the 
sympathetic trunk ganglia are known to 
traverse the gray communicating rami or 
sympathetic roots, it must be assumed that 
the myelinated fibers which underwent de- 
generation after operation represent afferent 
spinal nerve components. 

In another series of cats the spinal column 
was transacted at the level of the third lum- 
bar segment. With the animals’ under 
nembutal anesthesia, the large nerves, such 
as the sciatic and the femoral, were stimu- 
lated. This produced a slight rise in blood 
pressure, as indicated by kymographic rec- 
ords, and a slight alteration in respiration. 
Stimulation of the sympathetic trunk in the 
lower lumbar or the sacral segments elicited 
similar blood pressure and respiratory re- 
sponses. This demonstrates conduction from 
the hindlimb into the spinal cord through 
afferent spinal nerve fibers which traverse 
the sympathetic trunk. 

Other investigators, using the oscilloscope 
attached to the distal segment of the sym- 
pathetic trunk severed in the lumbar region, 
observed that measurable impulses could be 
noted when lactic acid was injected into the 
ipsilateral femoral artery, suggesting that 
direct stimulation of blood vessels may re- 
sult in afferent conduction through the sym- 
pathetic trunk. The data support the assump- 
tion that the sympathetic vasomotor nerves 
play a causative role in the production of 
pain associated with deficient circulation in 
the extremities. An area which has become 
painful owing to reduction in its blood supply 
tends to become increasingly ischemic as a 
result of increased reflex vasomotor tonus. 
The data obtained from patients with 
paralyzed extremities in which burning and 
prickling pains and tingling sensations arise 
spontaneously support the assumption that 
the afferent nerve fibers which reach the 
extremities through the sympathetic trunks 
conduct not only impulses which result in 
painful sensation but impulses which reflexly 
activate the patent sympathetic nerve in the 
extremity. Consequently there is an increased 
vasomotor tonus in the extremity and the pain 
is aggrevated. Sympathectomy not only inter- 
rupts the afferent nerve fibers through which 
the pain is mediated but abolishes the vaso- 
motor reflex tonus and thus insures improve- 
ment in the circulation of the limb within 
the limits imposed by the skeletal muscle 
paralysis. 

H. J. ROSEVEAR, M.D. 








Use and Abuse of the Dextrose Tolerance 
Test. Soskin, S., Postgraduate Med. 10: 
108-116, 1951. 

Soskin states, “The dextrose tolerance test 
is commonly misinterpreted as an index of 
the ability to oxidize carbohydrates.” He 
describes a series of ingenious and interesting 
experiments to show that three factors are 
involved in the disposal of sugar used in a 
tolerance test. They are hepatic regulation, 
increased utilization and increased glycogen 
storage. The hepatic regulation is the most 
important of these factors. It is shown that 
the oral ingestion of dextrose does not give 
reliable results, but when the dextrose is 
given intravenously (in smaller amounts) 
more reliable information may be obtained. 
The intravenous method is of greater value 
not only in borderline of diabetes but as a 
test of liver function. A diagnosis of early 
diabetes obtained by the oral test, may prove 
mistaken; hepatic disease may be revealed 
when the intravenous method is used. Again, 
abnormal tolerance curves obtained by the 
oral method may be due to abnormal intestinal 
absorption, which, in turn, may be due to 
thyroid and/or anterior pituitary deficiency. 
The intravenous test is an aid to the avoidance 
of errors caused by irregular intestinal 
absorption. Furthermore, comparison of the 
oral and the intravenous curves may aid in 
differentiation between diabetes, hepatic and 
anterior pituitary diseases. 

E. H. Boyer, M.D. 


A Single Layer Open Intestinal Anastomosis 
Applicable to the Small as Well as the 
Large Intestine. Gambee, L. P., West. J. 
Surg., Gynec. & Obst. 59:1, 1951. 

The author discusses a method of open 
intestinal anastomosis which, he states, “lends 
itself to precision and can be done under the 
most difficult circumstances. It has not pro- 
duced obstruction. No special instruments are 
required—its simplicity makes it possible for 
the occasional operator to acquire confidence 
and skill in its use.” 

The technic is as follows: The fecal stream 
is controlled by a catgut tie around the in- 
testine about 2 inches (5 em.) from the 
anastomosis. This tie encompasses only the 
bowel and does not involve the marginal blood 
vessels. It is not tied tightly, and when 
removed leaves no mark. Single, interrupted 
sutures of No. 000 silk or No. 50 cotton are 
used throughout. Mattress sutures are never 
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used, as they tend to produce strangulation 
of tissue. The first suture is placed close to 
the mesentery, includes all layers and is tied 
on the mucosal side. A second similar suture 
is placed at 90 degrees from the first, and the 
third is placed at 90 degrees in the opposite 
direction. These are used for traction sutures, 
and the interim sutures are placed at 14-inch 
intervals in like manner, including a deeper 
bite on the colon side of the anastomosis. A 
fourth traction suture is placed at the anti- 
mesenteric portion of the ends to be approxi- 
mated. This suture passes from the serosa 
through all layers and out through the 
redundant mucosa, into the other lumen 
through its mucosa and thence out through 
all layers, mucosa, submucosa, muscularis and 
serosa. This and all remaining sutures are 
tied on the serosa. Similar sutures are placed 
close to the original 90-degree traction sutures 
so that the latter may be cut in the lumen. 
The anastomosis is then completed with ease, 
identical sutures being used. Although addi- 
tional sutures are seldom needed, they may 
be placed as indicated. 

During this anastomosis there is slow but 
free bleeding until the last suture is tied. The 
rent in the mesentery is then closed, not by 
suture, but by grasping opposing points with 
hemostats and then tying over them. 

HOWARD S. STERN, M.D. 


Nontraumatic Rupture of the Common Bile 
Duct. Gariepy, L. J.; Capano, O. A., and 
Gardner, L. W., Am. J. Surg. 3:357-362, 
1951. 

Spontaneous rupture of the common bile 
duct is a rare accident. The authors report 
2 cases, in 1 of which the course was fol- 
lowed by death in a few hours. The other 
patient made an uneventful recovery. 

In both cases the underlying cause was 
apparently the presence of chronic cholecy- 
stitis with cholelithiasis. It would seem that 
the same factors and conditions that lead to 
perforation of the gallbladder may also cause 
rupture of the common duct. 

The condition necessitates immediate oper- 
ative intervention and must be distinguished 
from pancreatitis and perforated peptic ulcer. 
On operation free bile in fairly large amounts 
will be found within the peritoneal cavity. 
The disease has a high mortality rate and a 
severe shock-like reaction at the time of the 
accident. 

Morris T. FRIEDELL, M.D. 





7 2 wi Oe Oe wm ott ee ae Ok 2 


VOL. XVI, NO. 6 


Cancer of the Lip. Upchurch, S. E., and 
Marzoni, F. A., J.M.A. Alabama 20:366, 
1951. 

Factors that contribute to the development 
of carcinoma of the lip are discussed, together 
with the microscopic pathologic picture, clin- 
ical appearance, differential diagnosis and met- 
astatic spread. The removal of lesions that are 
nonmalignant but likely to lead to malignancy 
will contribute to the control of cancer of the 
lip. It is therefore recommended that all lips 
showing thickened patches of leukoplakia, 
chronic scaling keratoses, persistent inflam- 
matory ulcers or recurrent fissures receive 
treatment. Surgical removal and microscopic 
study, rather than irradiation, appears to be 
the procedure of choice. For cancer already 
present, surgical intervention is the treatment 
of choice (1) for all small lesions; (2) for 
extensive lesions when a good cosmetic re- 
sult is not possible with roentgen therapy 
because of the resulting defect; (3) for small 
or moderately large lesions that have already 
metastasized (surgical management of the 
primary lesions will allow immediate care of 
the metastatic lymph nodes) ; (4) when there 
has been previous inadequate roentgen ther- 
apy with marked changes in the surround- 
ing areas, and (5) when radiotherapeutic skill 
is not available. 

If there is definite enlargement of the lymph 
nodes the tumor should be considered malig- 
nant unless proved otherwise, and a radical 
neck dissection should be done. In the ab- 
sence of indications, prophylactic neck dis- 
sections are not done. The prognosis is ex- 
cellent for cure of the primary lesion and 
fairly good for cure of the lymph node 
metastases. 

RAYMOND GREEN, M.D. 


Thyroiditis. Stalher, L. K., and Wolther, 
C. I. Am. J. Surg. —:381, 1951. 
Thyroiditis may be acute, subacute or 

chronic. The acute form may occur with or 

without suppuration, and it may be due to 
specific infections, such as_ tuberculosis, 
syphilis, actinomycosis, etc. 

Subacute thyroiditis is a vague entity in 
which the diagnosis and clinical signs are 
often difficult to recognize. The patients are 
usually 30 to 50 years old. Many have had 
a recent virus infection, often with tonsil- 
litis or a sore throat. This condition is also 
known as giant cell thyroiditis and was de- 
scribed by De Quervain in 1936. Fever, 
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localized pain, tenderness and swelling are 
present; later, another part of the gland may 
become involved and the first area undergo 
resolution. Then, microscopically, degenera- 
tive changes are observed, with destruction 
of acini and the formation of pseudo giant 
cells. Spontaneous recovery usually ensues, 
often after a few months. 

Two distinct types of chronic thyroiditis 
exist. They are struma lymphomatosa (Hash- 
imoto’s disease) and struma fibrosa (Riedel’s 
struma). The former occurs especially in mid- 
dle-aged women and after years of enlarge- 
ment a sudden increase in size brings them 
to the surgeon. Moderate hypothyroidism and 
uniform, firm and rubbery enlargement of the 
gland are suggestive of the disease. On sec- 
tion the pink tissue resembles a cut lymph 
node. Marked lymphoid infiltration is present 
throughout, and the glandular epithelium is 
seen as small acini of pale-staining cuboidal 
cells with large vesicular nuclei. The acini are 
virtually empty of colloid. If fever is present 
it fails to respond to antibiotics, but operation 
is curative. A subtotal thyroidectomy suffices. 
Roentgen therapy is also of value if the 
diagnosis can be made before operation. 

Riedel’s struma (woody thyroiditis) is a 
chronic fibrosing inflammation of the thyroid, 
which may even invade the perithyroid struc- 
tures. Dysphagia and dyspnea are common. 
Mild hypothyroidism and a small but very 
firm gland on palpation are suggestive signs. 
Marked adhesions to surrounding structures 
are observed on attempts at surgical extirpa- 
tion. The whitish cut surface is fibrous, hard 
and avascular, so that one may confuse it with 
cancer of the thyroid. In some cases this dis- 
ease may possibly represent the end result of 
subacute thyroiditis, because, in addition to 
the destruction of acini and their replace- 
ment by fibrosis, scattered pseudo giant cells 
may be present. Subtotal thyroidectomy is 
curative. 

RICHARD A. LEONARDO, M.D. 


Plasmosan. Thrower, W. R., and Campbell, 

H., Brit. M. J. 1:1096, 1951. 

The authors discuss the use of Plasmosan 
as a substitute for plasma. This substance 
contains polyvinylpyrrolidone in combination 
with salts normally found in plasma. Its 
toxicity is slight, laboratory animals tolerat- 
ing up to 8 Gm. per kilogram of body weight. 
Clinically its use parallels that of plasma. No 
allergic reactions have yet been encountered. 

HOWARD S. STERN, M.D. 











Surgical Repair of Mitral Insufficiency. 
Bailey, C. P.; O’Neill, T. J., Glover, 
R. P.; Jamison, W. J., and Redondo, R., 
Dis. of Chest 2:125, 1951. 

In rheumatic mitral valve stenosis, associ- 
ated insufficiency is relatively uncommon. 
Some patients with insufficiency have a 
“parodoxical valvular dysfunction”, that is, 
that mitral valve opens on ventricular systole. 

The surgical procedure used is termed 
“transventricular pericardial tamponage”’. 
This paper brings out the failure of free grafts 
because of subsequent atrophy and fibrosis. 
In the procedure used by the authors the heart 
chamber is explored through the left auricu- 
lar appendage; this is termed “transauricular 
intracardiac digital visualization.” A  peri- 
cardial flap preserving the nerve and blood 
supply is obtained. This is converted into a 
tube with the smooth epicardial surface ex- 
posed. This graft is pulled through the 
cardiac ventricle, with avoidance of the cor- 
onary vessels and with adequate redundancy 
to check regurgitation by tamponade. It is 
presumed that the graft will retain its elas- 
ticity and flexibility indenitely, though only 
the passage of time can finally prove this 
assumption. 

Among 7 patients so treated there were no 
fatalities. In 1 case the treatment was con- 
sidered unsuccessful, probably due because of 
inaccurate positioning of the graft. 

CHARLES C. ABBOTT, M.D. 


Hypothyroidism in Childhood. Braid, F., 

Brit. M. J. 1:1169, 1951. 

Hypothyroidism in children can be divided 
into these groups. In group 1, congenital 
hyothyroidism, there is a developmental de- 
fect in the thyroid gland or the gland has 
been damaged in utero as a result of mater- 
nal infection. The child is usually slow in 
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feeding and lethargic. At the age of 4 months 
the heavy features, the dry skin, the protrud- 
ing tongue, the sad expression, the hoarse 
voice, the myxedematous tissue, the distended 
abdomen and slight anemia are noted. Later 
there is more evidence of stunted growth. The 
prognosis is good. 

In group 2, postinfective hypothyroidism, 
symptoms appear several months after an 
acute infection. The symptoms are those of 
hypothyroidism, and differentiation is made 
by the history of an infective process. The 
prognosis is good. 

In group 3, endemic cretinism, the children 
are usually seen late and there is a constitu- 
tional degenerative state associated with 
hypothyroidism. There is slow mental and 
physical development before the signs of 
hypothyroidism supervene. A goiter may be 
present early or may be delayed until adoles- 
cence. The prognosis is not good, for the 
children usually remain undersized and of low 
intelligence. 

In hypothyroid children there is an arrest 
of growth of the skeletal system, resulting 
in a long body with short limbs. Atony of the 
muscles is common. Anorexia, constipation 
and meteorism are present. Chronic diarrhea 
is noted in an inadequately treated child; this 
may clear up when thyroid extract is in- 
creased. On the other hand, in spite of ade- 
quate therapy, constipation of the type as- 
sociated with megacolon may develop. Fecal 
incontinence is occasionally noted and may 
be attributed to subnormal mentality. Some 
anemia of the normocytic orthochromic type 
is seen. Blood chemistry: The cholesterol con- 
tent of the blood is over 200 mg. per hundred 
cubic centimeters, but the serum phosphatase 
level is low. There is a diminished rate of 
exchange of calcium and phosphorus. The 
heart is not altered as in adults. 

A. H. LETTON, M.D. 





Ignorance is mere privation by which nothing can be produced: it is a vacuity 


in which the soul sits motionless and torpid for want of attraction; and, without 
knowing why, we always rejoice when we learn, and grieve when we forget. 





—SAMUEL JOHNSON 












In Memoriam 


CUSTIS LEE HALL 
M.D., F.A.C.S., F.I.C.S. 
1888-1951 


Dr. Custis Lee Hall, past president of the 
United States Chapter of the International 
College of Surgeons and prominent in all 
College activities for many years, died sud- 
denly on November 14. His death has come 
as a great shock to all members and friends 
of the College. A pioneer member and leader, 
he has made matchless contributions to the 
work of the College throughout the civilized 
world, and through these contributions has 
done much to advance the ideal of inter- 
national peace. 

Custis Lee Hall was born on July 15, 1888, 
in Washington, D.C., the son of Edward Pay- 
son Hall and the former Miss Leena Custis 
Watkins. He was graduated from the George 
Washington University Medical School in 
1912. His special training in orthopedics was 
obtained in the Massachusetts General Hos- 
pital in Boston. 

Dr. Hall served in the United States Army 
Medical Corps with the British Expeditionary 
Forces under Sir Robert Jones in 1917 and 
1918. His rank was that of a major. On his 
return to the United States in 1920 he entered 
the practice of orthopedic surgery. He was 
Clinical Professor of Orthopedic Surgery at 
George Washington University from 1920 to 
the time of his death. He was also Orthopedic 
Consultant at Mt. Alto Hospital for many 
years, and was serving the United States 
Naval Medical Center at Bethesda, Maryland, 
at the time of his passing. 

Dr. Hall is survived by his widow, Mary 
Golden Hall, and by one son and three daugh- 
ters. His burial took place with military 
honors at Arlington National Cemetery on 
November 14. 

The officers and members of the Inter- 
national College of Surgeons extend the 
warmest sympathy and condolence to the 
bereaved family and to Dr. Hall’s many 
friends. It is our hope that his fine record 
of service, which can never be forgotten by 
those who knew him, will provide some con- 
solation to those who loved him. The College 
salutes the memory of a great exponent of 
scientific truth and international understand- 


ing. 


ALFRED W. ADSON 
M.D., F.A.C.S., F.I.C.S. 


Dr. Alfred W. Adson, senior neurosurgeon 
at Mayo Clinic, died recently at the age of 64. 
Dr. Adson received his medical degree from 
the University of Pennsylvania in 1914. 
Immediately after his graduation he became 
a Fellow in Surgery at the Mayo Clinic and 
in 1917 became a member of the Permanent 
Staff. 

A prominent and constant contributor to 
the American surgical literature, Dr. Adson 
wrote many articles on the development and 
improvement of modern surgical technic, the 
treatment of tumors of the brain and spinal 
cord, and the technic of sympathectomy as 
employed in therapy of peripheral vascular 
diseases and hypertension. He was a member 
of the American Medical Association, the 
American Surgical Association, the American 
College of Surgeons, the Society of Neuro- 
surgeons and the International College of 
Surgeons. 

In all these relations, as well as by his 
family and friends, Dr. Adson will be deeply 
mourned. The officers and members of the 
International College of Surgeons extend the 
warmest sympathy and condolences to those 
most bereaved by his passing. 


HENRI COSTANTINI 
M.D., F.I.C.S. 


Prof. Henri Costantini, a member of the 
newly formed French Chapter of the Inter- 
national College of Surgeons and an outstand- 
ing French surgeon, met an accidental death 
some weeks ago in Bordeaux, France. Dr. 
Costantini was “Interne des Hospitaux de 
Paris,” a member of the Academie de Chirur- 
gie de Paris, and Professor of the Surgical 
Clinic at the Faculty of Algiers. In addition, 
he made a special study of echinococcic 
disease. 

A gallant-minded man as well as a great 
surgeon, an eager student of his profession in 
all its aspects, Prof. Constantini will be 
greatly missed by all his colleagues. The 
International College of Surgeons extends 
heartfelt sympathy to his family and friends. 
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BURHANEDDIN TOKER 
M.D., F.L.C.S. 


Prof. Dr. Burhaneddin Toker, president of 
the Turkish Chapter of the International 
College of Surgeons, died on August 20 at the 
age of 61. Born in Van, Turkey in 1890, Dr. 
Toker was graduated from the University of 
Istanbul Medical School in 1910 and studied 
at the Eppendorf Hospital in Hamburg, Ger- 
many for six years. He formed the first 
modern surgical clinic in Turkey and since 
1921 had been chief surgeon at the Cerrahpasa 
Hospital in Istanbul. Dr. Toker was professor 
of surgery and director of the First Surgical 
Clinic at the University of Istanbul Medical 
School. 

Prof. Toker’s death was the result of a 
heart attack which occurred en route to 
Turkey from a few months’ rest in Switzer- 
land. The funeral was held on August 23 at 
the Beyazit Mosque, and his coffin was carried 
by his medical students to the University of 
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Istanbul Hall, where an impressive ceremony 
was held. Prof. Dr. Fahri Arel, Dean of the 
Faculty of Medicine, said of Dr. Toker: “The 
University of Istanbul has lost one of its 
famous men and Turkey its best surgeon.” 


LOUIS D. MOORHEAD 
M.D., F.A.C.S., F.I.C.S. 


On September 14, 1951, Dr. Louis D. Moor- 
head, noted Chicago surgeon, died of a heart 
attack at the age of 58. He received his med- 
ical degree from Rush Medical School in 1917. 
Dr. Moorhead served his internship at the 
Cook County Hospital. He was formerly dean 
and chairman of the Department of Surgery 
at Loyola University School of Medicine, now 
the Stritch School of Medicine. At the time 
of his death, Dr. Moorhead was the senior 
attending surgeon at Mercy Hospital in Chi- 
cago, where he had formerly been chief of 
staff. In addition to being associated with 
several railroads as consulting surgeon, he 
was affiliated as consulting surgeon with sev- 
eral of Chicago’s hospitals, among them the 
Holy Cross Hospital, the Loretto Hospital, the 
Lewis Memorial Hospital, the Misericordia 
Hospital and the St. George Hospital. His 
practice was devoted entirely to general 
surgery. 

Dr. Moorhead, an active Catholic layman, 
was Chief of the Medical Board of the Arch- 
diocese of Chicago and personal physican to 
Cardinal Stritch. He was also on the board of 
governors of Catholic Charities and the Cath- 
olic Extension Society of America. In March 
1950 Pope Pius XII awarded Dr. Moorhead 
the Papal honor of knight commander with 
grand cross and star, the highest honor in the 
Knights of St. Gregory. 

Dr. Moorhead was a member of the Amer- 
ican Medical Association, the Chicago Medical 
Society, the Illinois State Medical Society, the 
American Board of Surgery (founder group), 
the American College of Surgeons and the 
International College of Surgeons. 

The officers and members of the Interna- 
tional College of Surgeons extend sincere 
sympathy to Dr. Moorhead’s family and his 
many friends. 
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The United States Chapter 


of the 


International College of Surgeons 


in cooperation with 


The Cook County Graduate School of Medicine 


takes pleasure in announcing 
Preassembly Postgraduate Courses 
in 
General Surgery, Gynecology and Obstetrics, Orthopedic 


Surgery, Urology, Proctology and Basic Sciences in 
Clinical Surgery 


JULY 14-26, 1952 
to be held at the 


Cook County Graduate School of Medicine 


For full details, address the Secretary, Preassembly Postgraduate Courses, 
International College of Surgeons, 1516 Lake Shore Drive, 
Chicago 10, Illinois. 








COOK COUNTY 
GRADUATE SCHOOL OF MEDICINE 


(In affiliation with Cook County Hospital) 





Incorporated not for profit 





Post graduate courses offered in all branches of 
Medicine, Surgery, and the specialties available 
throughout the year. 


The teaching faculty comprises 
members of the Attending Staff 
of the Cook County Hospital. 


For information address 


REGISTRAR: 427 South Honore Street, Chicago, Ill. 
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A Monthly Medical Journal 
THE AIMS OF THE JOURNAL ARE: 


(a) to reproduce good clinical articles 


(b) to produce first-class practical articles by eminent 
members of the profession 


_ Seen two weeks after ‘onset 
ing of abdominal muscles on 


(c) to accent diagnosis and treatment 


SPOT DIAGNOSIS 


A regular monthly feature which deals with everyday 
problems of diagnosis. Practical and useful illustrations 
are included. Can you diagnose this condition? — 


l Note the bul 
left side and position of legs. 


Patient aged two months. 


of cold’. 


12 issues a year. Annual subscription $4.90. 
Order through your usual Subscription Agent or from 


HARVEY & BLYTHE LTD. Eton weet, Geen 
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intravenous 





Indicated for use in all infections of 

such severity that intravenous injection 
is the preferred route, Crystalline 
Terramycin Hydrochloride Intravenous 
provides a rapid acting form for the 
attainment of immediate high serum 
concentrations. Recommended when oral 
therapy is not feasible, in severe 
fulminating or necrotizing infections, 

in surgical prophylaxis in selected cases, 
and in peritonitis. For hospital use only. 


Supplied | 10 cc. vial, 250 mg.; 
20 cc. vial, 500 mg. 


Terramycin is also available as Capsules, 
Elixir, Oral Drops, Ophthalmic Ointment, 
Ophthalmic Solution. 


ANTIBIOTIC DIVISION CHAS. PFIZER & CO., INC., Brooklyn 6, N. Y. 
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high potency... prolonged effect 
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new 800,000-unit penicillin gives 
7 high initial blood level, 
plus 48-hour 

repository action 


PENICILLIN blood levels in the range of 5 
units per cc. for one to four hours 
after injection, followed by effective maintenance 
levels for 48 hours—this is the two-fold 
advantage of ABBOCILLIN 800M, Abbott's new 
high potency penicillin. Prepared for injection, 
each 1-cc. dose contains 600,000 units of 
penicillin G procaine and 200,000 units of 
penicillin G potassium. 
The high initial blood levels obtained 
with ABBOCILLIN 800M provide maximum 
killing power of susceptible organisms, assure 
adequate concentration at hard-to-reach 
infection sites. And ordinary infections 
respond to a treatment schedule of only 1 cc. 
every 48 hours, due to the repository nature 
of ABBOCILLIN 800M. Especially convenient 
when infrequent injections are desired; 
economical, unitage-wise. Silicone-treated 
vials assure complete drainage, prevent waste. 
In 1-cc. and 5-cc. vials, singly 
and in boxes of 5 vials. 


ABBOCILLIN 800M 


REG. V.S. PAT. OFF. 


Penicillin G Procaine 
and Buffered Penicillin G Potassium 
for Aqueous Injection, Abbott 





